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(Structure and Function in Health and Disease). 
It is complete, encompassing every phase of the 
subject from anatomy through normal and ab- 
normal function, with specific emphasis on man. 
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SEND ORDERS TO 
J. A. MAJORS COMPANY 


New Orleans 12 Dallas 1 


$12.50 
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The Tulane University of Louisiana 
School of Medicine 


DIVISION OF GRADUATE MEDICINE 


Basic Ophthalmology, twelve months, 
beginning July 9, 1951. 


Basic Science as Applied to Orthope- 
dies, five months, beginning each 
September 1st and each February 1st. 


Tropical Medicine and Public Health 
leading to the degree of Master of 
Public Health and Master of Public 
Health (Tropical Medicine). Nine 
months duration beginning each 
September. 


Opportunities are usually available 
for continuation study in most of the 
fields of Medical Practice. 


For Detailed Information write 
DIRECTOR 


DIVISION OF GRADUATE MEDICINE 


Tulane University of Louisiana 
1430 Tulane Avenue, New Orleans, La. 
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Can they be erased... 
from effective relief 
in Bronchial Asthma? 


Merrell 


CINCINNATI © U.S.A. 
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Yes, there now is a therapy— 
NETHAPRIN—that gives prompt, symp- 
tomatic relief in asthma and associated 

allergic conditions, and also is essentially 

free from the undesirable side actions of ephedrine. 


Clinical tests show NETHAPRIN can be expected 
to provide effective relief . . . increased 

vital capacity .. . better feeling of well-being. 
Yet its bronchodilator, Nethamine, “pro- 


duces no noticeable pressor action.”! 


SYRUP CAPSULES 


Each capsule or 5 cc. teaspoonful contains: Nethamine® Hydrochlo- 
ride 25 mg., Butaphyllamine® 60 mg., Decapryn® Succinate 6 mg. 


When Phenobarbital is preferred to the antihistamine, prescribe 
NETHAPHYL®-in full or half strength. 


June 1951 


IHansel, F.K,: Ann. Allergy, 5:397, 1947 
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new ‘Resodec’ 


for sodium control 


not a diuretic! not a salt substitute! 
sodium sodium *Resodec’ 


Sodium imbalance causes edema | ‘Resodec’ restores sodium balance 


W hat it is: “Resodec’ is a remarkable new substance* that has the ability 

to remove excess sodium from the contents of the intestinal tract and to 

carry it out of the body in the feces. 

What it does: ‘Resodec’ produces the approximate effect of halving 
the patient’s salt intake—thus assuring adequate sodium control, 
with a minimum of dietary restriction. { 


For complete details, see professional literature—available upon request. 


the first positive means of achieving adequate sodium control 1 
in congestive heart failure | 


Smith, Kline & French Laboratories, Philadelphia 


“Resodec’ Trademark *Polycarboxylic cation exchange compound 
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Khelisem is supplied in 
25 mg. tablets in bottles 
of 50. Average initial 
dose, two tablets daily 
for one week. Literature 
available to physicians 
on request. 
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The prompt coronary artery dilating effect of Khelisem (visam- 
min, Massengill) is considered greater than that of aminophyl- 
line and makes Khelisem especially valuable in angina pectoris. 
Since the effect is persistent, prophylactic use of Khelisem 
usually increases the patient’s effort tolerance and lessens the 
frequency and severity of attacks. 


Because Khelisem also has a bronchodilating action, it has 
been used in bronchial asthma and is of value particularly in 
those patients who cannot tolerate or do not respond to the 
usual anti-asthmatic drugs. 


THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK e SAN FRANCISCO e KANSAS CITY 


(VISAMMIN, MASSENGILL 
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COoOLOGE 


(METHYLCELLULOSE, LILLY) 


—is a particularly palatable bulk laxative. 

—enhances the natural reflex that increases peristalsis of the colon. 

—is a bland. nonirritating preparation that causes no dehydration. 

—is completely safe. “Cologel’ lacks the danger of producing an esophageal 
obstruction, and the possibility of an intestinal impaction following its use 
is minimized. 

—is indicated for the treatment of chronic or acute constipation of adults 
and children in the absence of organic diseases. 

Average adult dose: One to four teaspoonfuls with a full glass of water 
three times daily. 
How supplied: In 8-ounce and one-pint bottles. 


Eli Lilly and Company + Indianapolis 6, Indiana, U.S.A. 
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Supplied: 
Uncoated Tablets in bottles of 100 Syrup in 8 ounce bottles (2 grains 
(Each tablet: 5 grains Theophyl- | Theophylline-Sodium Glycinate 
line-Sodium Glycinate, equivalent per 4ce. teaspoonful, equivalent 1 


216 grains Theophylline U.S.P.) grain Theophylline U.S.P.) 


Wanler and Schack, J.A.M.A., 143:736 (1950). 
Bubert and Cook, Bull. Univ. Maryland Medical 
School, 32:175 (1948). 

. Paul and Montgomery, Jnl. Iowa State Medical 
Society, 38:237 (1948). 

. Krantz, Holbert, Iwamoto and Carr, J.A.Ph.A., 
36:148 (1947). 
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BRAYTEN 


PHARMACEUTICAL CO. 


Suppositories— Boxes of 12 (Each 
suppository: 12 grains Theophyl- 
line-Sodium Glycinate, equivalent 


6 grains Theophylline U.S.P.) 


 COUNTIL Ow 


Chattanooga 9, Tennessee 


June 1951 
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Recent advances in biochemical knowledge dictate a careful considera- 
tion of the composition of infant foods today. The New Improved 
Biolac answers fully to the requirements for infant nutrition now 
established, as two recent clinical studies indicate.!? 

S. Hazard, Clement A. Smith, et al., find that the New Improved 
Biolac ensures satisfactory growth by physical, roentgenological, and 
hematological standards.’ Comparing infants fed New Improved Biolac 
with a group fed a standard evaporated milk and corn syrup mixture, 
they observe: “The differences in formation of hemoglobin, though 
slight, may reflect the high iron content of [Biolac], which is about ten 
times that of the evaporated milk mixture....The absence of rickets... 
indicates the sufficiency of vitamin D.” 

R. J. LaDriere and R. R. Burke write:? “The Biolac formula...meets 
the accepted essential requirements. ...Adequate amounts of protein, 
carbohydrate, fat, minerals and vitamins (except vitamin C) are present. 
..-Infants appear to like the formula and grow and develop well.” 
LaDriere and Burke also found results “suggestive of higher hemo- 

applying globin values in the Biolac group.” They add: “None of the infants ex- 
dhe antes hibited signs of rickets... at the age of six months.” 


1. Hazard, S.; Smith, Clement A., and Denton, F.: J. Pediat. 38:18, 1951 
of 2. LaDriere, R. J., and Burke, R. R.: To be published. 

today’s 


Biolac is prepared from: concentrated cow’s milk in which most of the 


knowledge milk fat has been replaced with coconut oil, destearinated beef fat, and 
lecithin; dextrins-maltose-dextrose, lactose, sodium alginate, disodium 
phosphate, ferric citrate, vitamin B,, and concentrate of vitamins A and 
D from fish liver oils. Homogenized and sterilized. 


prescribe new e 4 ® 
improved 3 i a a development of 


The Prescription Products Division 
The Borden Company 
350 Madison Avenue, New York 17 


S Dilution: one fluid ounce to one and a half ounces of boiled water for- 
: each pound of body weight. Available at drugstores in 13 fl. oz. tins. 


» 
i 

For up-to-date, complete infant nutrition, 
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more effective 


tinea 
capitis 


“More effective in 
ringworm of the 


scalp than any 
other topical agent.” 


“broad antifungal spectrum ... good cutaneous tolerance.” 


HOFF. 
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ej against 


In “‘athlete’s foot” 

a combined cured and 
improved rate of 95% 
has been obtained.! 


Also indicated in 
tinea corporis 
tinea cruris 
tinea versicolor 
tinea of the nails 


uw! 
Asterol 


5% tincture ...ointment... powder... 
sprayed, applied with cotton or dusted on Roche 


1. Stritzler, C.; Fishman, I. M., and 
Laurens, S.: Transactions New York 
Acad. Se., 13:31, Nov., 1950. 


HOFFMANN-LA ROCHE INC e ROCHE PARK + NUTLEY 10 + NEW JERSEY 
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VISIT BREOM 
BOOTH K8 


A MORE 
ADEQUATE 
APPROACH TO 
MENOPAUSAL THERAPY 


TRANSIBARB Capsules provide three- 
fold, symptomatic relief in the manage- 
ment of the menopausal patient . . . adequate 
sedation . . . cerebral stimulation . . . control of vaso- 
motor instability. 


TRANSIBARB takes full advantage of the increasing use of a central 
nervous system stimulant combined with effective proportions of seda- 
tive medication. In addition, vitamin E is employed in the formula for 
its demonstrated efficacy in menopausal therapy. 


In geriatrics, too, TRANSIBARB tends to minimize nervous appre- 
hension in debilitated and mentally depressed patients. 


Each TRANSIBARB Capsule contains phenobarbital, (Warning: 
May be habit forming), 14 gr., d-desoxyephedrine HCI., 2.5 mg., 
and vitamin E (dl-alpha tocopheryl acetate), 5 mg. 


DOSAGE: One capsule, an hour after breakfast; one capsule, 
an hour after lunch. In exceptional cases, a third capsule may 
be given, if required, an hour after the evening meal. 


TRANSIBARB 


TRADEMARK 


Sedative—Sympathomimetic 


SUPPLIED: Bottles of 500 and 1000 capsules, 
at all drug stores. 


Literature and 
samples to 
physicians 
on request. 


George A. Breon«e Company 


Pharmaceutical Chemists NEW YORK 18, N. Y. 
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for complementary effects 
wherever combined 
estrogen-androgen therapy 
e g In fractures and osteoporosis in either sex to promote 
*&* bone development, tissue growth, and repair. 


e. g. In the female climacteric in certain selected cases. 


e g In dysmenorrhea in an attempt to suppress ovulation on 
*&* the basis that anovulatory bleeding is usually painless. 


e g In the male climacteric to reduce 
*S* follicle-stimulating hormone levels. 


“PREMARIN: with METHYLTESTOSTERONE 


is designed to permit utilization of both the complementary 
and the neutralizing effects of estrogen and androgen 
when administered concomitantly. Thus certain 
properties of either sex hormone may be employed 
in the opposite sex with a minimum of side effects. 
Availability: Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated 
form expressed as sodium estrone sulfate, 
together with methyltestosterone. 


No. 879—Conjugated estrogens equine 


Methyltestosterone 10.0 mg. 
Bottles of 100 tablets (yellow) 
No. 878—Conjugated estrogens equine 
Methyltestosterone .................0000000 5.0 mg. 5108 


Bottles of 100 tablets (red) 
Ayerst, McKenna & Harrison Limited + 22 East 40th Street, New York 16, New York 
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Patient Carries on Normal Pursuits 
THROUGH GRATIFYING RELIEF 


of the symptoms of 


Throughout the course of treatment urinary tract 


for urinary disorders many patients 
continue their usual activities, infection 
thanks to analgesia produced with 
orally administered Pyridium. 


Pyridium can be safely administered 
concomitantly with antibiotics, the 
sulfonamides, and other specific 
therapy. 


An analysis of symptomatic relief 
in 118 cases treated with Pyridium 
shows :* 


Urinary frequency promptly 
relieved in 85% of cases. 


Pain and burning decreased 
in 93% of cases. 
*Kirwin, T. J., Lowsley, oO. S., and Manning, J.: 


Effects of Pyridium i in certain urog 


Am, J. Surg. 62: 330-335, December 1943. 


The complete story of Pyridium and its 
clinical uses is available on request. 


(Brand of Phenylazo-diamino-pyridine 


successor to Pyridium Corpora- Man facturing hemists 
tion, for its brand of phenylazo 
diamino- Cl. Merck RAHWAY, NEW JERSEY 


ts Co., Inc. sole distributor in 
the United States. In Canada: MERCK & CO. Limited— Montreal 
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for the first time 


*oiksoluble vitamins (A-D-E) made water-soluble 
together with B complex vitamins and vitamin 


At last — after years of research — VI-AQUA provides 
the normally oil-soluble vitamins A, D and E in 
superior water-soluble form, together with B complex 
vitamins and ascorbic acid...in capsules. 


faster, more complete absorption 
A up to 400% higher blood levels with aqueous vitamin A 
natural vitamin A 
therapeutic activity proven by years of clinical use 
Q well tolerated 
fish liver taste and odor removed by special process 
shorter treatment time, smaller dosage 
4 because of more rapid, more complete absorption 
Each VI-AQUA Capsule provides: 
VITAMIN A* (natural) 5000 Units 
Rs VITAMIN D* (calciferol) 500 Units 
THIAMINE HCI (B:) 5 mg. 
RIBOFLAVIN (Bz) 5 mg. 
Bottles of 50, VITAMIN Bi2 1 mcg. 
100, 500 and NIACINAMIDE 20 mg. 
1000 capsules [BYRIDOXINE HC! (Be) 0.5 mg. 
d, CALCIUM PANTOTHENATE 5 mg. 
samples ASCORBIC ACID (Cc) 50 me. 
on request di, ALPHA-TOCOPHERYL ACETATE (E)* | 1 mg. 


*Oil soluble vitamins made water-soluble with sorethytan 
esters; protected by U. S. Patent 2,417,299. 


u. S. vitamin corporation 


casimir funk laboratories, inc. (affiliate) 
250 east 43rd street * new york 17, n. y. 
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Escape from Pressure i 


for a Wonderful Vacation 


“a 
VACATION stn may $200 work of 


purchases U.S. duty-free...fine English imports, Scotch 
whisky, native handicraft, French perfumes. 
May Ist thru October 31st 


*ofter 48 hours out of U. S.; $500 worth after 12 days 


$73.50 INCLUDES ALL THIS!...7 Glorious Days at Any of For full details consult any travel agent; his services are free. 
Several Luxurious Hotels in Nassau * Room with Bath Or write for full color folder. 
(2 Persons to a Room) * All Meals * Sightseeing * Swimming ° NEARBY 


Dancing * Visit to Paradise Beach + Transfer Both Ways 
Between Nassau Hotel and Airport. 


IN THE BAHAMAS 
MINUTES BY AIR FROM MIAM 


Complete relaxation is possible at Nassau in the nearby 
Bahamas. In this charming British colony you'll find that life 
moves at a serene pace amid an atmosphere of matchless 
beauty. Sounds are muted...colours are soft and subdued. 
You'll delight in a climate compounded of balmy days 


NASSAU, BAHAMAS, DEVELOPMENT BOARD SM-6 
1633-34 duPONT BLDG., MIAMI 32, FLORIDA 


Please send me full information and color folder. 


and cool, starlit nights. NAME 
ADDRESS 
P. S. Think about Nassau as a locale 
city ZONE STATE 


for your next state convention! 


VISIT 
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Chlor-Trimeton 
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predictable 
control 
of 

hay fever 


Chlor-Trimeton Maleate, 
milligram for milligram the 
most potent antihistamine 
available, allows the physician 
to predict a definitive and 
favorable result in symptomatic 
control of hay fever. Often 
successful when others fail, and 
producing few and minimal side 
effects, Chlor-Trimeton Maleate 
may supersede other 
compounds designed for the 
same purpose, 


maleate tablets 
(brand of chlorprophenpyridamine maleat¢) 


Chlor-Trimeton Maleate is available 
in 4 mg. tablets. 


*T.M. 
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PUT ON A 


© Medicated Sugar Tablets, Abbott 


You can end the fuss of getting oral penicillin into 
children simply by prescribing Du/cet Penicillin 
Tablets. These are the little cubes that look, smell and 
taste like candy. Youngsters take them like candy. 
But masked inside is the penicillin—50,000 or 100,000 
units, depending on which of the two available 
strengths you specify—buffered with 0.25 Gm. cal- 
cium carbonate. And Dulcet Tablets have the same 
antibiotic power as equal unitage of penicillin in 
unflavored preparations. Try them on your next little 
patient—or finicky big one. Du/cet Penicillin Tablets, 


in bottles of 12 and 100, are avail- Abbott 
able at pharmacies everywhere. 


4 - 


Penicillin 


POTASSIUM TABLETS (BUFFERED) 
(50,000 and 100,000 UNITS) 


June 1951 
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Interest in life and living 


When the patient settles down to “‘the completion of life’’, depression can so easily 
get the upper hand. The seemingly endless, daily routine of living is approached 
with apathy, inertia and lack of interest; and the patient’s own outlook on life 
drags her down the path to eventual break-up—physical as well as mental. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. Its uniquely 
“smooth” antidepressant effect restores mental alertness and optimism, induces 
a feeling of energy and well-being—and thus has the happy effect of once again 
reviving the patient’s interest in life and living. 

Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate 


the antidepressant of choice _ tablets « elixir 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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Actual photograph of a liver (weights 2800 grams). The underlying parenchyma is greasy and 
diffusely orange-red. Pathologist’s diagnoses: “obesity; left ventricular hypertrophy; pulmonary 
‘ma and Congestion; fatty infiltration of liver; fatty infiltration of pancreas.” : 


The liver of an overweight patient 


Weight reduction—of even a few pounds—is often the surest 
means of lengthening life and diminishing future illnesses. 


‘Dexedrine’ Sulfate curbs appetite, makes it easy for the patient 
to adhere to a low-calorie diet and thus to reduce weight safely— 
without the use (and risk) of such potentially dangerous drugs as thyroid. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate eixi 


a most effective drug for control of appetite 
in weight reduction 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


oT 
RI 
fev 
dri 
tit 
eas 
ex! 
col 
on 
tio 
elixir 


Vol. 44 No. SOUTHERN MEDICAL JOURNAL 


INTRACTABLE 
ASTHMA 


ACTHAR therapy can usually control severe bronchial asthma 
when customary therapeutic measures have failed. ACTHAR is a 
life-saving measure in status asthmaticus. 


Symptomatic relief has been reported to begin within a few 


OTHER ESTABLISHED INDICATIONS: hours after the first dose of ACTHAR, followed by marked im- 
Rheumatoid arthritis, rheumatic provement in vital and maximum breathing capacity. Remis- 
fever, acute lupus erythematosus, sions lasting as long as 10 months have been observed. 
Literature and directions for administration of ACTHAR, in- 
eases of the eye, acute pemphigus, cluding contraindications, available on request. 
gouty ACTHAR is available in vials of 10, 15, 25 and 40 I.U. (mg.). 
hypefune- The Armour Standard of ACTHAR is now accepted as the Inter- 
tion, alcoholism and acute deliri- national Unit, 1 International Unit being equivalent to 1 milli- 
um tremens, and severe burns. gram of ACTHAR. 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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. . new oral penicillin 
fully effective 
in 3 to 4 doses daily 


DRAMCILLIN-250 


250,000 units* in a teaspoonful. Pleasant tast- 
ing. In adults, 500,000 units given at 6 to 
8 hour intervals is effective, avoids interruption 
of sleeping and eating schedule and maintains 
fully adequate blood levels. In infants under 
one year, half the above dosage is suggested. 
60 cc. bottles 3,000,000 units.* 


also: 


WHITE'S DRAMCILLIN — 100,000 units* in a teaspoonful 


WHITE’S DRAMCILLIN WITH TRIPLE SULFONAMIDES — 100,000 units* plus 0.5 Gm. mixed 


sulfonamides in a teaspoonful 
WHITE’S DROPCILLIN — 50,000 units* in a dropperful 


*Buffered Penicillin G Potassium 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Kenilworth, N. J. 
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Since the first of 


this new Upjohn plant has 

been in full production. 

It is the culmination of 

five years of planning and 

four years of building. 

These greatly expanded 

Upjohn facilities keep pace 

with rapid advances in Lo 
medical research, 


| Upjohn | Medicine... Produced with care...Desigqned for health 


THE UPJOHN COMPANY KALAMAZOO. MICHIGAN 


& 
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CORONARY 
DILATION... 


SOUTHERN MEDICAL JOURNAL 


To improve and strengthen the action of the failing 
heart through dilating the coronary arteries and to 
reduce the energy requirements of the heart by mild 
sedation, are widely desired treatment aims. A great 
host of physicians recognize theobromine and the 
sedative, phenobarbital, as admirably suited to 
these requirements. 


Abundant evidence exists that theobromine dilates 
the coronary arteries. Theobromine also provides 
safe myocardial stimulation and diuresis. TCS offers 
the excellent theobromine salicylate, highly efficient 
because of its extremely high intestinal solubility and 
absorbability, and uniformly well tolerated because 
of calcium salicylate, which reduces the gastric 
solubility of theobromine salicylate. 


DOSAGE: One to two tablets 3 to 4 times daily. Reduce with 
improvement. 


SUPPLY: In bottles of 50 and 250 tablets. Each TCS Tablet 
lies 6 gr. theob salicylate, 1 gr. caleium salicylate and 


\ gr. phenobarbital. 


WILLIAM P. POYTHRESS & CO., INC., RICHMOND, VA. 


June 1951 
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NON-SURGICAL TREATMENT 


pH 8 -- 

7 ALKALINE 
TITRATION ACID 500 cc. of milk 
CURVES 

MILK, AND ‘ 
ALUMINA 3 
IN 50 cc. (one tablet) 
OF N/10 HCI 

N/10 HCI 


0 6 12 18 


RALAC PO. 


Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.’:? In 
a recent comprehensive paper, Aaron® and 
others* 5 express a preference for calcium 
carbonate as the antacid to be employed. 
TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart.° Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 


30 36 42 48 54 60 


Time in minutes 


OF PEPTIC ULCER 


formula, makes them as acceptable to patients 
as an after-dinner mint. Prescribing TITRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 


TiTrALac tablets are supplied in bottles of 100 
and convenient-to-carry packages of 40. 
TITRALAC powder is also available, in 4-oz. jars. 


REFERENCES 


Rossett, N. E., and Flexner, J.: Ann. Int. Med. 18: 193 
(1848. 2. Freezer, C. R. E.; Gibson, C. S., and Matthews, 
— Hosp. Reports 78: 191 (1928). 3. Aaron, A. H.; 
ton F., and Milch, E.: J. A. M. A. 139: 514 (Feb. 19) 
1949. 4. Kirsner, 5. and Palmer, W. L.: Illinois M. J. 
94: 357 ( Dec.) 1948. 5. Kimball, S.: in Practice of Medicine 
(Tice). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 
p. 210. 6. Special Article: M. Times 76: 10 (Jan.) 1948. 


* The formula of trrRaLac is one whose composition and 
mode of action are by U.S. Patent No. 2,429,596. 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., 350 rirtH AvENUE, NEW YORK 1, N. 


©Schenley Laboratories, Inc. 
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BRAND OF INOSITOL HEXANITRATE 


and Menopausal” Hypertension 


The vasorelaxing properties of Tolanate—inositol hexanitrate 
—are used to their best advantage in the management of 
essential hypertension and the hypertension of the menopause. 
This organic nitrate effects a favorable response in an unusu- 
ally high percentage of patients treated. Of utmost importance, 
it virtually never leads to so-called ‘‘nitrite headache,” expanding 
its usefulness to many patients who ordinarily cannot tolerate 
organic nitrates. 
The average dose of Tolanate is one tablet, or 10 mg., three 
or four times daily. Also available is Tolanate With Pheno- 
barbital, which contains 10 mg. of inositol hexanitrate and 16 
mg. (14 gr.) of phenobarbital. This combination is valuable 
when emotional tension is a contributing factor. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION © NEW YORK 17, N. Y. 
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he ideal initial form of nourishment 
is apple powder . . . Its value lies in the 
fact that when administered in full 


dosage it enables the infant’s digestive apparatus to 
tolerate and to utilize a high calory, high protein diet, 
provided the sugar content is kept low.29" 


APPLE POWDER 


Prompt Control of Diarrhea » No Constipation - No Starvation 
Average dose 4 level teaspoonfuls three times daily. Make thick 
paste first, then gradually dilute to consistency of apple sauce. 
Feed from spoon or dilute further and administer through 
enlarged nipple opening. Supplied in 7 oz. and 18 oz. jars. 


New 13,.N.Y. Winpsor, 


L 1, O'Keefe, E. S.: Am. Jour. Dis. Child., 76:616, Dec., 1948. 
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tients can't 


“SLEEP OFF” hypertension... 


prolonged vasodilation is as essential at night as 
during the day. (One more reason why NITRANITOL 
is the most universally prescribed drug in 


the management of hypertension.) 


FOR GRADUAL, PROLONGED, SAFE VASODILATION 


t When vasodilation alone is indicated. Nitranitol. 


(% gr. mannitol hexanitrate. ) 
4 When sedation is desired. Nitranitol with Pheno- 


barbital. (% gr. Phenobarbital combined with % gr. mannitol 
hexanitrate. ) 


For extra protection against hazards of capillary 
fragility. Nitranitol with Phenobarbital and Rutin. 
(Combines Rutin 20 mg. with above formula. ) 


When the threat of cardiac failure exists. Nitranitol 
with Phenobarbital and Theophylline. (% gr. mannitol 


hexanitrate combined with % gr. Phenobarbital and 1% grs. 
Theophylline.) 
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For the Common Anemias... 


The Squibb RUBRA Family 


RUBRAMIN RUBRAFOLIN RUBRATON RUBRAFERATE 
per cc. per capsule per teaspoonful per capsule 
CT) yf CD 
15, 30 & 50 25 4.17 4.17 
VITAMIN B,. micrograms micrograms micrograms micrograms 
1.67 0.28 0.28 
FOLIC ACID milligrams milligrams milligrams 
220 130 
IRON milligrams ferric milligrams ferrous 
ammonium citrate sulfate exsic. 
VITAMIN C milligrams 
15 to » on daily for 
DOSAGE a week or more; when 1 
neurologic involvement is or 2 capsules 2 teaspoonfuls 2 capsules 
THERAPEUTIC present, 50 micrograms dail tid. tid. 
or more daily. 
Generally, 30 to 50 micrograms 
1 teaspoonful 1 capsule 
neurologic involvement is 
MAINTENANCE 1 capsule daily tid. tid. 
a week. 
15 & 30 
Bie my cc. 
SUPPLY vials, 30 cnlcrugrams per ce. Bottles of 100 Pint and Bottles of 100 
10 cc. vials 50 micrograms per cc. gallon bottles 


NOTE: The above are average Also available: Solution Rubramin Crystalline 
doses. As with all antianemia prep- (Squibb Crystalline Vitamin B,: Solution) in 1 
arations, dosages must be adjusted cc. ampuls, 15 micrograms of crystalline vitamin 
to meet the needs of the individual B.: per ampul, and 10 cc. vials, 30 micrograms 
patient. of crystalline vitamin B,: per cc. 


“RUBRAMIN’ IS A REGISTERED TRADEMARK AND ‘ RUBRAFOLIN’, ‘“RUBRATON’ AND ‘RUBRAFERATE’ ARE TRADEMARKS OF E.R. SQUIBB & SONS 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


Vol 
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The Liver Lobule e ee The functional unit of the 
liver, the lobule, is the starting point in gallbladder 
therapy. Its cells secrete the bile for passage through 


the ductal system after collection in the lobule tubules. 


KETOCHOL®. e a combination of all four of the 


oxidized, unconjugated bile acids normally present in 
human bile—initiates gallbladder therapy at its logical 
starting point. The primary action of Ketochol is on the 
hepatic cells which are stimulated to secrete bile of low 


viscosity that flushes the congested ducts. 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 
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RETAFEN 


with Hexachlorophene and other effective medicaments 


Gor miner thin weilathons 


ANTIPRURITIC + ANTIBACTERIAL + ANTIFUNGAL 


Dihydroxyhexachlorodiphenylmethane 
(Hexachlorophene), Acid Carbolic (Phe- 
nol), Resorcinol, Oil of Tar Rectified and 
Zinc Oxide in a special, creamy white 
ointment base—non-irritating, easily 
washable and non-staining to bedding 


and clothing. 


Supplied in ¥: ounce tubes, individually cartoned. 


= Send for samples and detailed information. 


VB 


VANPELT & BROWN, Inc. Pharmaceutical Chemists RICHMOND 4, VA. 
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Whites Cod Liver Oil Concentrate tablets 


... provide vitamins A and D in easy-to-take tablets. Because 
of their pleasant flavor, most children prefer to chew them like 
candy. Yet the tablets are small enough to be easily swallowed, 
even by young children. 

Each White’s CLOC Tablet is equivalent in vitamin content * 
to one teaspoonful of cod liver oil and supplies 312 units of vita- 
min D, plus 3,120 units of vitamin A. White’s Cod Liver Oil 
Concentrate Tablets are inexpensive and especially suited to 
maintaining antirachitic protection throughout the years of 
active growth. 


WHITE LABORATORIES, INC. 
Pharmaceutical Manufacturers, NEWARK 7, N. J. 


*U.S.P. Minimum Standards. 
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For relief of hyperacidity 


A-M-T 


ALUMINA-MAGNESIUM-TRISILICATE 
Features: 

e Prompt action e Nonconstipating 
e Sustained relief « No acid rebound 
e Pleasant to take 
In 2 convenient forms: 


SusPENSION—for home or office use: bot- 
tles of 12 fl. oz. 


TABLETS—convenient for “between times” 


use: handy tins of 30; bottles of 100. 
*Trade Mark 


Viyethe Incorporated « Philadelphia 2, Pa. Wyeth 


June 1951 
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IVY 


IvyoL, purified active principle of Rhus toxicodendron (1:1,000) in sterile 
olive oil; for phylactic as well as prophylactic use. 


Poison-lvy Extract Beneficial for 


PHYLACTIC TREATMENT 
Of RHUS POISONING prison ry, poison oak, or Poison Sumac) 


IvYoLi, the same poison-ivy extract that is used 
so extensively for prophylactic desensitization, is 
also widely preferred for phylactic treatment in 
ivy, oak, and sumac poisoning. Reports from 
many sources show the advantage of using an 
extract that contains the active principle. 

Many physicians consider IvyoL injections to 
be most beneficial when employed prophylac- 
tically—for desensitizing susceptible patients 
early—well before the season starts. For this 
purpose, four injections of 0.5 cc. each are 
usually given at weekly intervals, beginning in 
the spring—or at least early enough to complete 
the course of four injections before patients are 
liable to exposure. 

Experience has shown, however, that phylactic 
treatment may also be beneficial. Treatment by 
injection of extracts has been reported to relieve 
the skin eruption and to lessen the tendency to 
future attacks. Favorable results obtained with 
Ivyot included relief from itching and inflam- 
mation. Marked improvement has occurred 
after a single injection. 

For phylactic treatment, in average cases, one 


vial of Ivor (0.5 cc.) is given intramuscularly, 
every 24 hours until symptoms are relieved. 

In case of unusually great severity, as shown by 
severe or extensive eruptions from slight exposure, 
the amount of active principle contained in one 
vial, given in one dose, might aggravate the symp- 
toms. It is advisable, therefore, in cases of this 
type, to begin with an initial dose of 0.1 to 0.25 cc. 
Subsequent doses are increased or repeated as 
indicated by the reaction. 

For complete information see circular accom- 
panying product. 


Sharp & Dohme, Philadelphia 1, Pa. 


Poison Ivy Extract 
packages of one and four 0.5-cc. vials 
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PARENTERAL 


Travert 


when Carbohydrates 


are indicated— 


prescribe 10% Jravert. 


in the same way you are accustomed to using 5% Dextrose 


Provide your patients with twice the calories of 5‘ ¢ Dextrose 
with no increase in fluid volume or vein damage. 
Since Travert,® (Invert Sugar, Baxter) is so rapidly utilized, 
it is now possible and practical to approach complete 
carbohydrate alimentation—intravenously. 


10% Travert® solutions are available in water or in saline. 
They are sterile, crystal clear, nonpyrogenic. 
150 ce., 500 cc., 1000 ce. sizes. 


Write today for literature and more complete information. 


Product of 


BAXTER LABORATORIES, INC. 
Morton Grove, Illinois - Cleveland, Mississippi 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES - EVANSTON, ILLINOIS 
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Floropryl is particularly recom- 
mended in cases of glaucoma in 
eyes that do not respond to other 
miotics, 


In the 


treatment of 


For reduction of intraocular tension in 
glaucoma, Floropryl® (Di-isopropy! Fluoro- 


phosphate Merck) has several distinct ad- 


THIS EFFECTIVE MIOTIC AFFORDS vantages: 
LONG DURATION OF ACTION (1) High potency against cholinesterase 


(2) Comparatively infrequent need of ap- 
plication 


(3) Prolonged action (greatly exceeding 
that of pilocarpine or physostigmine) 


(4) Virtual freedom from systemic disturb- 
ance 


AVAILABLE in 5 ce. dropper-bottles of a 
0.1% solution in peanut oil. 


LITERATURE containing full information 


on indications, pharmacology, and dosage 
is available on request. 


(Brand of Isoflurophate; DFP) (Di-isopropyl Fluorophosphate Merck) 


MERCK & CO., Inc. 


Floropryl is the registered trade-mark of \ Manufacturing Chemists 


erck & Co., Inc. for its brand of isofluro- 
phate (di-isopropyl huorophosphate). SS RAHWAY, NEW JERSEY 
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Questionnaire 
on 
constipation 


Cholmodin? 


A unique combination of deoxycholic acid, 142 gr. (0.1 Gm.) and extract of aloe, % gr. 
(0.05 Gm.). In habitual and atonic constipation, Cholmodin (Brand) Tablets provide mild 
but specific stimulation of both small bowel and colon. 


row does CHOIMOGIN 


Extract of aloe yields emodin, specific stimulant of colonic activity. Deoxycholic acid increases 
motility in the small bowel and enhances the release and diffusion of emodin, derived from the 
minimal amount of aloe. Soft, formed stools without griping are the usual result. 


why is Cholmodin preferred? 


Habituation with Cholmodin under medical guidance is virtually unknown; almost always, 
dosage can be reduced as improvement is noted. Griping is seldom encountered—no bella- 
donna or carminatives are needed. Cholmodin may be prescribed during pregnancy, menstru- 
ation, and in the presence of hemorrhoids. Especially adapted for the aging patient. 


how is Cholmodin prescribed ? 


In habitual constipation, 1 or 2 tablets daily after meals, for 3 or 4 days, then reduce dosage 
as improvement occurs; as an occassional corrective, 1 or 2 tablets on retiring. 


how supplied — Bottles of 50 and 500 tablets 


Cholmodin—trademark reg. 


AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


CH-4 
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even in stubborn 
slow healing wounds 
burns | 
ulcers 


(decubitus, varicose, diabetic) 


the external 


+ liver oil 


accelerates healing 


New clinical studies' again prove the ability of 
Desitin Ointment to ease pain, inhibit infection, stimulate 
healthy granulation, and accelerate smooth epitheliza- 
tion in lacerated, denuded, ulcerated surface tissues . . . 
often in conditions resistant to other therapy. 

protective, soothing, healing Desitin Ointment is a self-sterilizing 
blend of high grade, crude Norwegian cod liver oil (with its 
unsaturated fatty acids and high potency vitamins A and D in 
proper ratio for maximum efficacy), zinc oxide, talcum, petrolatum, 
and lanolin. Does not liquefy at body temperature and is not 
decomposed or washed away by secretions, exudate, urine 
or excrements. Dressings easily applied and painlessly removed. 
Tubes of 1 oz., 2 oz., 4 0z., and 1 Ib. jars. : 


write for samples and reprint D ‘4 : 
CHEMICAL COMPANY .. 


1. Behrman, H. T., Combes, F. C., Bobroff, A., ; ; 2, R. 1. 
and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 
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Diatrine* Hydrochloride 


‘Warner’ 
an effective antihistaminic 


Selection of an antihistaminic drug from the array avail- 
able today is a chore from which the physician can easily 
escape. The selection is simplified by the use of these three 
criteria: effectiveness, minimum by-effects, and low toxicity. 
DIATRINE* Hydrochloride ‘Warner,’ in comparative stud- 
ies,'?> has demonstrated these three essentials—effective- 
ness, minimum by-effects, and low toxicity. 


DIATRINE* HYDROCHLORIDE tablets (sugar-coated), 
50-mg each, are available in bottles of 100 and 1000 tablets. 


*T. M. Reg. U.S. Pat. Off. 


WILLIAM R. WARNE 


June 1951 


DIATRINE®* provides 
prompt and effective relief 
of allergic manifestations in 
a wide range of allergic dis- 
orders: 


Hay Fever 


Vasomotor Rhinitis 


Erythema Multitorme 


REFERENCES: 
1. Combes, F. C.. Zuckerman, R.. and 


Canizares, O.: Diatrin Hydrochlo- 
ride, A New Antibistaminic Agent 
for the Treatment of Pruritus and 
Allergic Dermatoses, Ann. All., 
7:676, 1949 


Kugelmass, 1. N.: Antihistaminic 


Therapy of Allergic Disorders in 
Infants and Children. N. Y. State 
J. Med., 49:2313, 1949 


3. Marton, S.: Diatrin, A New Anti- 


histaminic with Minimal Side 
Reactions, Annals of Int. Med., 
33:1444, 1950 


Division of Warner-Hudnut, Inc. 
New York ¢ Los Angeles « St. Louis 
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For your 
allergic 
patients... 
the 
antihistamine 
that gives 


*"Round-the-cloek relief 
from 4 small doses 


Decapryn’s long-lasting relief,‘ combined with low milligram 
dosage,” makes it the ideal antihistamine for treating difficult 
allergies, or patients who have not responded to other drugs. 
1. “Symptoms were relieved from 4 to 24 hours after the 


administration of a single dose of Decapryn—” ... Sheldon, 
J.M. Et al: Univ. Mich. Hosp. Bull. 14:13-15 (1948) 


2. “It was found that 12.5 mg. could be given during the day with 
comparatively few side reactions and yet maintain good clinical results—" 
..- MacQuiddy, E.L.: Neb. State M.J. 34:123 (1940) 


DECAPRYN (DOXYLAMINE) SUCCINATE 
Available on prescription only, as pleasant-tasting liquid, or tablets (12.5 mg., 25 mg.) 


CINCINNATI U.S.A. 
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For your patient with smooth muscle spasm 
This superior new R 


Delightfully flavored elixir ‘Eskaphen B with Belladonna’ provides: 
1. Belladonna All the natural alkaloids 
...to combat his spasm 


2. Phenobarbital — Mild, relaxing sedation 


...to relieve his nervous tension 
3. Thiamine Full therapeutic dosages 
... to help rectify his dietary deficiencies 


Effective in the many spastic conditions of smooth muscle . . . of particular value in 
gastro-intestinal spastic conditions. 


Smith, Kline & French Laboratories, Philadelphia 


elixir ESKaphen B with Belladonna’ 


Formuta: Each 5 ce. teaspoonful contains: total natural belladonna alkaloids. 0.2 mg.; pheno- 
barbital, '4 gr. (16 mg.); thiamine, 5 mg. (nearly three times the minimum daily requirement) ; 
alcohol, 15%. Available in 6 fl. oz. bottles. 


*Eskaphen B’ T.M. Reg. U.S. Pat. Off. 
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It’s easy togetcolor. 4/most any camera 
with a properly color-corrected lens . . . 
loaded with Kodak color film is a ‘color 


camera.” 


If Kodak Ektachrome Film is used, it can 
be turned over to a nearby laboratory, or 
it can be processed in any well-equipped 
darkroom. In either event, the results can 
be seen the same day. 

If Kodak Ektacolor Film, Type B, is 
used, it can be processed to a color nega- 


Serving medical progress through Photography and Radiography 


EASTMAN KODAK COMPANY, Medical Division, ROCHESTER 4, N. Y. 


LYMPHOSARCOMA OF BREAST. A—Gross specimen. 
8—Photomicrograph, X 460. Reticulum stain. 
C—Gross specimen. 
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Picture the specimen 


tive in any well-equipped darkroom. Then, 
from the color negative, contact, reduc- 
tion, or enlargement positive transpar- 
encies can be made on Kodak Ektacolor 
Print Film—and results seen the same day. 

If Kodacolor Roll Film is used—828 or 
135—Kodak will do the processing (cost 
included in price of film). 

For further details—including informa- 
tion on color duplicates, enlargements, 
and prints—see your nearest dealer or 
write to Eastman Kodak Company, Med- 
ical Division, Rochester 4, N. Y. 


Kodak products 
for the medical profession include: 


X-ray films, screens, and chemicals; electrocar- 
diographic papers and film; cameras and projec- 
tors—still- and motion-picture; enlargers and 
printers; photographic film—full-color and black- 
and-white (including infrared); photographic pa- 
pers; photographic processing chemicals; micro- 
filming equipment and microfilm. 


in color... vivid, brilliant color 


J ix 4 
i> : 
4A 
\ 
—_ 
Kodak 


40 


Greater effectiveness 
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12 ORAL TABLETS 
LUMINUM PENICILLIN 


ch tablet contains Alawinum Penicillin 


Oral therapy with Aluminum Penicillin has proved to be 
effective in fulminating infections such as pneumonia! and in other 
infections due to streptococci, staphylococci and gonococci.? It 
rarely causes gastric disturbance or allergic reactions. The 
patient’s bodily and mental comfort is improved because the 
necessity for frequent injections is eliminated. 


The unique advantages of Aluminum Penicillin are that it is 
not soluble in solutions of acidity corresponding to that of gastric 
secretion, but is gradually converted into a readily absorbed form 
in the intestinal tract. These factors provide for maximum utiliza- 
tion of the dosage administered, higher and more prolonged 
blood levels.’ 


Sodium benzoate is added because it inhibits the destructive 
action of intestinal enzymes.! 


Each tablet contains: Aluminum Penicillin, 50,000 units: 
sodium benzoate, 0.3 gram. Supplied in vials of 12 tablets. 


!Terry, L. L. and Friedman, M. The Military Surgeon, Vol. 103, No. 5, November, 19438. 
2Friedman, M. and Terry, L. L. Southern Medical Journal, Vol. 42, No. 6, June, 1949. 


’Bohls, S. W. and Cook, E. B. M. Texas State Journal of Medicine, Vol. 41, November, 
1945, p. 342. 


‘Reid, R. D., Felton, L. C. and Pitroff, M. A. Pro. Soc. for Exp. Biol. and Med., Vol. 63 
1946, p. 438. 


* Patent applied for. 
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MULTIPLE MYELOMA: ITS TREATMENT 
WITH URETHANE AND ACTH* 


By Ricuarp D. Harness, M.D.‘ 
W. N. Power, M.D.* 
and 
HERBERT A. BatLtey, M.D. 
Temple, Texas 


A century ago Dr. William MacIntyre re- 
ported and described the first case of multiple 
myeloma. Today it is no longer regarded as a 
medical curiosity or as a disease of uncommon 
occurrence. Our increased knowledge of the 
morphological and chemical alterations produced 
in the blood, and the more frequent use of bone 
marrow examinations, have greatly increased the 
frequency with which multiple myeloma is recog- 
nized. Correct diagnosis depends upon a high 
index of suspicion for the disease as well as 
application of the proper diagnostic methods. 

The important milestones in the treatment of 
multiple myeloma are listed in Table 1. 


For years x-ray and supportive measures were 
the only therapy avaliable. X-ray treatment had 
no effect on the ultimate outcome of multiple 
myeloma, and only occasionally afforded some 
symptomatic relief. Coley® in 1931 reported 
beneficial results with the use of the toxins of 
erysipelas and B. prodigiosus combined in some 
cases with irradiation. His good results were 
not confirmed by other observers. 


The advent of modern chemotherapy has dis- 
pelled to some extent our former feeling of hope- 
lessness regarding the treatment of this disease. 
The first real advance in treatment was reported 


*Read in Section on Medicine, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 

7Department of Internal Medicine, 
Temple, Texas. 

tDepartment of Clinical Laboratories, Scott & White Clinic, 
Temple, Texas. 

_$Former Resident in Medicine, Scott & White Memorial Hos- 
pitals, Temple, Texas; now Assistant Professor of Physiology, 


Scott & White Clinic, 


Southwestern Medical College, Dallas, Texas. 


by Snapper and Schneid,’* when they recorded 
their experiences with stilbamidine. Later on 
Snapper’* introduced the use of pentamidine. 
In these reports they noted the occurrence of 
large inclusion bodies of ribonucleic acid within 
the myeloma cells, evidence that the drug em- 
ployed had some selective aifinity for the cells 
of this tumor. 


Our own experience with intermittent intra- 
muscular injections of stilbamidine has been in 
accord with that of others, namely that while 
there was often some relief of pain afforded, 
there was no decrease in the number of myeloma 
cells in the marrow or alteration in the roent- 
genographic appearance of the involved bones. 
The results with pentamidine are said to be 
similar to those with stilbamidine. 


Haedicke and Greenspan!° reported a case 
which they treated with massive doses of stil- 
bamidine by the intravenous drip method, giving 
14.86 grams of the drug over a nine-month 
period. There were very few toxic symptoms 
and this fact was attributed to the avoidance of 
the high blood levels produced by single intra- 
muscular injections. Their patient obtained 
startling relief of subjective symptoms and lived 
15 months after the treatment was started. 


Rubinstein!? introduced antimony (neostib- 
osan®) on the same theoretical basis that 
Snapper first used stilbamidine, that is, its effec- 
tiveness in the treatment of diseases associated 
with hyperglobulinemia. He reported results 
much like those secured by Snapper with stil- 
bamidine. Rubinstein thought there was a 
quantitative decrease in the myeloma cells in the 
marrow, but thought that neostibosan® produced 
mainly an increase in the radiosensitivity of the 
tumor.”° In a later article he reported a favorable 
effect on the control of epistaxis, a reduction in 
hyperglobulinemia, and a regression of palpable 
tumors when neostibosan® was used alone. He 
did not say whether there was roentgenologic 
change in the bone underlying these regressing 
tumor masses. 
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Jacobson and others!’ treated two cases of 
multiple myeloma with nitrogen mustard, but 
failed to obtain any beneficial results. 


Unfortunately, to date we have had no experi- 
ence with radioactive isotopes in the therapy of 
multiple myeloma as reported by Lawrence, 
et alii.’ 

Bayrd and Hall’ reported a case of plasma cell 
leukemia treated with a total of 6,135 microcuries 
of P32. Twenty-one months later they were un- 
able to detect any evidence of the disease, even 
including a normal sternal marrow examination. 
To our knowledge this more closely approximates 
a “cure” than any other reported case. They 
said: 

“Despite the consistently discouraging results from the 
use of radioactive phosphorus in multiple myeloma 
generally, its use in this case is brought into sharp 
focus. Its possible value in similar instances is sug- 
gested.” 


This report deals with our recent experiences 
with urethane and ACTH in the treatment of 
multiple myeloma. The five case histories to 
follow are part of our series of 35 cases of mul- 
tiple myeloma. The clinical data relating to 32 
cases are reported elsewhere by two of us (H.A.B. 
and R.D.H.)* 


Urethane.—The most recent chemotherapeutic 
agent to be used in the treatment of multiple 
myeloma with any degree of success is ure- 
thane.'!4!!16 Previously, it was used without 
value in disseminated carcinomatosis, localized 
lymphoma, and acute leukemia. In 1949, Loge 


*Published in the Southern Medical Journal, January, 1951. 


IMPORTANT MILESTONES IN THE THERAPY 
OF MULTIPLE MYELOMA 


Nonspecific measures 
1. X-ray therapy 
2. Coley’s toxin 
Chemotherapeutic drugs 
1. Stilbamidine 
2. Pentamidine 
3. Neostibosan 
4. Nitrogen mustard 
5. Urethane 
Isotopes 
1. Radioactive phosphorus (P32) 
2. Radioactive strontium (Sr89) 
3. Colloidal radioactive yttrium (Y90) 
Hormonal supplements 
ACTH 


Table 1 
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and Rundles!® reported four cases of myeloma 
treated with urethane. 


The modus operandi by which urethane sup- 
presses mitosis still remains obscure. At present, 
two concepts of its mode of action exist, one 
that it is an actual antagonist, the other that it 
is a competitive inhibitor to the utilization of a 
naturally occurring amine essential to nuclear 
protein synthesis. In the body, urethane is hydro- 
lyzed to carbon dioxide, ethyl alcohol, and 
ammonia within 24 hours.!° 


During the past two years we have had the 
opportunity of treating four cases of proven mul- 
tiple myeloma with urethane over varying periods 
of time. Granted that our experience has been 
limited, we have observed certain interesting 
events which are worthy of note. A patient was 
unable to take urethane for more than two weeks; 
no estimate of its value could be made in this 
instance. However, this same patient will be 
referred to later, as he was subsequently treated 
with ACTH. The second patient was maintained 
on urethane intermittently for approximately 
three months. The average daily dose was esti- 
mated to be approximately 1 gram a day. He 
was seen three months after his initial visit, and 
although the bone marrow failed to show any 
alterations, he had, during this time, noted 
marked improvement in his subjective sense of 
well-being, as well as disappearance of his daily 
fever. He died four months after his first visit 
here. The last two patients have been followed 
for longer periods of time. Because they each 
present interesting observations, they are reported 
below separately in detail. 


Case 1—A 57-year-old railroad employe noted vague, 
nonradiating, intermittent, dull aching pain in the mid- 
cervical area for three months previous to admission. 
The precipitating event necessitating hospitalization was 
the sudden onset of pain with radiation into the occiput. 
There was no history of trauma. The patient said that 
motion of the head gave pain, and also a crunching 
sound in the cervical region. 


Examination showed him to be a well developed and 
well nourished man who held his neck in a rigid posi- 
tion. There was tenderness over the transverse process 
of the third and fourth cervical vertebrae with asso- 
ciated moderate muscle spasm of the left posterior 
cervical musculature. 


Laboratory studies on admission were as follows: 
hemoglobin 14 grams, red blood cell count of 4,700,000 
per cu. mm., white blood cell count of 9,050; negative 
microscopic urine; blood urea of 50 mg. per cent; 
serum calcium of 9.3 mg. per cent; serum phosphorus 
of 5.4 mg. per cent; a total protein of 7.8 mg. per cent 
with an albumin fraction of 3.3 mg. and a globulin 
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fraction of 4.5 mg. Sedimentation rate was recorded 
as 49 mm. per hour. An x-ray of the cervical spine 
showed narrowing of the third cervical vertebral body 


MULTIPLE MYELOMA TREATED WITH URETHANE 


Tests 4-3-50 6-30-50 8-21-50 9-12-50 


Hemoglobin 
per cent 93 90 100 93 


RBC, million 
per cu. mm. 


WBC 
per cu. mm. 


Total protein 
gm. per cent 7.8 7.2 6.9 8.0 


Albumin 
gm. per cent 3.3 3.1 3.8 4.3 


Globulin 
gm. per cent 4.5 4.1 


Phosphorus 
mg. per cent 4.5 


Calcium 
mg. per cent 9.3 


Blood morphology 


no myeloma cells seen 


Bence-Jones 


proteinuria absent absent absent absent 


Urethane therapy 112-2 grams daily 2 grams daily 


Per cent myeloma 
cells in bone 
marrow 1 3 


Table 2, 


Laboratory data recorded during five months of treatment with 
urethane. 


Case 1 
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with the appearance of an osteolytic destructive process. 
Sternal aspiration two days after admission showed the 
presence of myeloma cells, and the patient therefore was 
placed on urethane therapy. 


This patient has been followed for seven months and 
has been maintained satisfactorily on a daily dosage of 
2 grams of urethane. Initially he experienced minimal 
nausea and showed a temporary leukopenia, but subse- 
quently when changed to liquid urethane, he tolerated 
the drug very well. 


Table 2 summarizes laboratory studies ob- 
tained during our observation of this patient. 
There are several interesting features regarding 
the diagnosis of multiple myeloma in this in- 
stance, as it is an example of advanced compli- 
cated multiple myeloma (presence of fracture) 
without the other usual findings, namely: anemia, 
marked elevation of sedimentation rate, albu- 
minuria, Bence-Jones proteinuria, hypercalcemia, 
or morphological alterations in the peripheral 
blood smears. The reversal of the albumin glo- 
bulin rates seen initially has shown a gradual 
return to more normal values with therapy. 


Figure 1 shows a roentgenographic picture of 
the third cervical vertebra before (A) and after 
(B) urethane therapy. After urethane therapy 
there was definite change in the fragmented 
third cervical vertebral body with recalcification 
and disappearance of the fracture lines. In our 


Fig. 1, Case 1 
X-ray of a cervical myeloma lesion: (A) before treatment; (B) during urethane treatment. 
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series of 35 patients with proven multiple mye- 
loma treated with various recent therapeutic 
agents, this is the second instance in which this 
phenomenon has been observed. The other in- 
stance, treated with ACTH, will be referred to 
later. 


Bone marrow aspirations revealed no signifi- 
cant alterations in either the number of myeloma 
cells present or their morphologic characteristics. 


Approximately five weeks after urethane treat- 
ment was instituted, this patient experienced 
marked subjective relief from his bone pain. Im- 
provement has been of such significance that the 
patient has been able to return to a part-time 
position as a railroad employe. We would classify 
this as an excellent response to treatment. 


The above mentioned roentgenographic change 
attributed to urethane therapy is unusual, and 
its direct relationship to treatment is debatable. 
As late as 1946, concensus by various English 
authorities® ° 7! ?? was that multiple myeloma was 
an osteolytic process in bone without the poten- 
tiality of new bone formation. Since then a few 
reports have appeared to invalidate the old 
opinion. Garland and Kennedy’ presented roent- 
genographic evidence of healing in a pathologic 
fracture of the left femur when treated with x-ray 
irradiation. Krainin'* reported an_ interesting 
case of multiple myeloma without treatment in 
which there was histologic evidence of new bone 
formation, and speculated that the periosteum 
was its site of origin. Recently Dameshek,’ as 
well as Loge and Rundles,'° have presented x-ray 
evidence of recalcification in the bone lesions of 
multiple myeloma. 


ACTH. — Adrenocorticotropic hormone and 
cortisone are the most recent agents of thera- 
peutic value in the field of neoplastic disease. 
With the knowledge that ACTH influenced the 
circulating lymphocytes and lymphoid tissue and 
was of value in the treatment of chronic 
lymphatic leukemia, it was only natural that it 
should be utilized in the treatment of other 
hematologic processes. 


The original reports of ACTH in the therapy 
of multiple myeloma were somewhat contradic- 
tory. Pearson et alii,!8 reported it to be of no 
therapeutic value. Thorn et alii,?> reported a 
single patient with multiple myeloma who appar- 
ently had an excellent response when treated 
with ACTH. With this enthusiastic report and 
the recent availability of several patients with 
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multiple myeloma, we felt it advisable for various 
reasons to try ACTH in this condition. In each 
of the following cases; ACTH was administered 
intramuscularly, 85 mg. daily, for an arbitrary 
period of 20 days. 


Case 2.—A 56-year-old farmer was first admitted to 
the Scott and White Memorial Hospitals on July 11, 
1949 with a tentative diagnosis of carcinomatosis. His 
illness actually dated back 12 months. During this time 
he had become aware of easy fatigue; anorexia; weak- 
ness; and a dull, aching, nonradiating lumbar distress, 
exaggerated by motion or straining. The above diag- 
nosis was apparently based on the assumption that a 
mastectomy five years ago was for a malignant lesion. 
Pathologic report of that tissue removed elsewhere was 
not available to us for study. 


Physical examination revealed a well developed and 
well nourished man weighing 162 pounds. The initial 
examiner noted only a rigid lumbar spine. No lymph- 
adenopathy was found. 


Laboratory studies revealed hypochromic anemia with 
red blood cell count of 3.4 million per cu. mm. and 
hemoglobin of 10.5 grams per 100 cc. Albuminuria, 
grade III, and a positive test for Bence-Jones protein 
in the urine were reported. Examination of the per- 
ipheral blood failed to show either excessive rouleau 
or myeloma cells. Skeletal x-rays revealed a very ex- 
tensive destructive process involving all the ribs, clavicles, 
skull, hips, pelvis, and entire spine. Aspirated bone 
marrow contained large numbers of typical myeloma 
cells. At this time the patient was instructed in urethane 
therapy and returned home; however he developed 
nausea which was rather protracted, and on his own 
judgment discontinued the medicine. We did not see 
him again for over a year’s time, when he returned upon 
his home physician’s insistence. During this period of 
time his symptoms had not changed except that his 
backache had increased to the extent that for more than 
three months he had been confined to his bed and was 
aware that changes in position increased his pain. 


Physical examination on second admission was con- 
siderably different from that of the previous year. There 
was easily elicited generalized bone pain over the whole 
skeleton. Extreme pallor and weakness to the point of 
needing assistance for movement in bed were noted. 
The degree of anemia was little changed, although he 
had been taking liver, ferrous sulfate, and folic acid. 
Shortly after admission, in attempting to help the 
patient move, a fracture of the right humerus was in- 
duced. A hanging type cast was applied. Chart 1 depicts 
his important laboratory studies before ACTH therapy, 
midway during the 20-day treatment, at the end of 
treatment, and lastly, approximately six weeks after the 
end of treatment. 


In this instance only was the daily circulating 
eosinophil count of any value. Within the first week 
of treatment the patient developed a typical mild “moon 
face” which has persisted during treatment. At approxi- 
mately the same time, he noted a change in his sense 
of well-being. His appetite improved and he was able 
to move about the bed without assistance and free of 
pain. He exhibited considerable euphoria, which may 
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have been ACTH induced or as a result of freedom 
irom his long standing distress. His original hyper- 
calcemia returned to normal, and his blood counts also 
gradually assumed normal figures, the last being recorded 
as a red cell count of 4.5 million per cu. mm. and 
hemoglobin of 12.5 grams per 100 cc. No other medica- 
tion was used at any time. 


The marrow aspiration on August 7, 1950 contained 
62 per cent of myeloma cells; and on August 21, 1950 
after the completion of a course of ACTH, an aspiration 
secured with difficulty contained considerable fat. The 
smears were hypocellular and myeloma cells composed 
only 3.5 per cent of the total population, but no par- 
ticular morphologic alteration was noted in them. An- 
other aspiration on October 16, 1950, six weeks after 
the 20-day course of ACTH was completed but while 
he was receiving ACTH, 25 mg. three times weekly, was 
normocellular and contained 13 per cent of myeloma 
cells. Again no alteration in the morphology of the 
myeloma cells was noted. 


During this six-week period, he had held his sub- 
jective improvement; he was up in a wheel chair for 
short periods during the day; no bone pain had re- 
curred; and by x-ray, callus formation was observed 
about the site of the previous pathologic fracture. 

Although this patient has not had complete 
recovery, he has shown definite improvement 
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correlated with objective laboratory changes, and 
we elect to classify his progress as very good. 
At present his plan of treatment is as follows: 
ACTH, 25 mg. three times weekly for two 
months; then cortisone, 25 mg. four times weekly 
for one week, then 25 mg. three times weekly for 
the remainder of one month. This is to be re- 
peated if re-evaluation warrants. 


Case 3—A 54-year-old retired farmer first visited 
Scott and White Clinic on July 27, 1950. He related 
that he always had been well until December of 1949, 
but when sickling some grass he experienced severe, 
sudden, nonradiating, mid-lumbar backache. He said 
that the pain felt “like he was giving ‘way through the 
middle,” and was of such intensity that he fell to the 
ground. Morphine had to be administered for relief. 
During the next two and one-half weeks he found that 
the only comfortable position was to sit in a chair day 
and night, and that the slightest motion, coughing or 
sneezing, produced distress. With local physiotherapy 
directed to “arthritis of back” he gradually improved 
and with a cane was able to move about the house. 
During the following two and one-half months he slowly 
improved and about 50 per cent of his ambulation 
returned. Without known precipitating factors a second 
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Chart 1, 
Laboratory data obtained before, during and after ACTH therapy. 


in the last column. The first blocked area represents total proteins; second, albumin fraction; and third, 
globulin fraction.) 


Myeloma Gells | ACTH 85 mgms.| Myeloma Cells | Myeloma Cells 
per day |.M. 
Bone Marrow 62% “MOON FACE” 3% (3% 
Alk. Phosphatase 
K.A. Units 14.4 2.0 20 6.0 
Sed. Rate. 
M.M. Per hour. 72 We 100 107 
Phosphorus 
Mgms.% 3.4 3.8 
Calcium 14.0 12.0 10.3 98 
Mgms. 
% 
Urea 40 58 
% 39 
Eosinophiles, 242 NONE 22 440 
Proteins 
gms.% 


Case 2 
(Protein determinations are recorded 


‘ 

| 

a 
| 

8- 7- 50|8 - 19-50\8- 28-50 - 16-50 

= 


472 


acute attack of back pain occurred, and simultaneously 
right sciatic radiation was noted. A general system 
review was essentially negative except for a five-pound 
weight loss, and an interesting fact, noted by his wife, 
was that his height had decreased roughly four to six 
inches, in part due to the stooped position that he had 
assumed. 

Physical examination revealed a well developed and 
well nourished man whose only important physical 
findings were limited to his back. The back was held 
rigid in 10° flexion, and there was marked bilateral 
spinal muscle spasm. There was only minimal tender- 
ness over the lower lumbar area. The left quadriceps 
and Achilles reflexes were slightly exaggerated. There 
were no paresthesias. 


Initial laboratory studies revealed a mild normocytic 
anemia with red blood count of 3.4 million per cu. mm. 
and hemoglobin of 10.5 grams per 100 cc. Excessive 
rouleau was always noted on examination of peripheral 
blood smears, but myeloma cells were never found. 
Bence-Jones protein could not be detected in the urine. 
Other important laboratory data are recorded on Chart 
2. The usual hyperglobulinemia and sedimentation rate 
exceeding 100 mm. per hour were found. Cryoglobulins 
were absent.2 Initial bone marrow aspiration revealed 
large numbers of myeloma cells. X-rays of the skeleton 
disclosed a pathologic fracture in the right sixth rib, and 
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diffuse osteolytic involvement in the dorsal and lumbar 
vertebrae, pelvis, and hips, with moderate anterior 
wedging of the body of the first lumbar vertebra and 
very marked destructive changes in the body of the 
third lumbar vertebra. 


The diagnosis of multiple myeloma being established. 
ACTH therapy was instituted as previously outlined. 
namely: 85 mg. intramuscularly daily for 20 days. 

During this period of treatment we were unable to 
observe any objective change in the patient’s over-all 
picture. At times the patient thought there was a mini- 
mal decrease in his pain, but it was questionable. Chart 
2 shows repeated chemical determinations midway dur- 
ing the treatment, at the end of treatment, and again 
approximately a month after completion of treatment. 
There was obviously no permanent alteration in his 
blood chemical constituents. 

A sternal aspiration on July 18, 1950, prior to treat- 
ment with ACTH, was normally cellular and contained 
22.5 per cent of myeloma cells showing immature 
nuclei and conspicuous nucleoli. On August 18, 1950, 
at the end of a course of ACTH, the myeloma cells 
made up 13 per cent of the cells of the marrow, but 
showed no appreciable morphologic alteration from 
those seen in the first examination. On September 21, 
1950, the marrow showed a panhyperplasia of normal 
marrow elements. Myeloma cells constituted 18 per cent 
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Myeloma Gells | ACTH 85 mgms.| Myeloma | Myeloma 
per day |.M. 
Bone Marrow 22.5% 13% 18% 
17 22 1.9 6.0 
Sed. Rate. 
M.M. Per hour. 128 123 125 124 
Phosphorus 
Calcium 88 10.0 9.6 122 
Mgms. 
z 
Urea 
Moms. % 24 30 38 33 
Proteins 
gms.% 
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, Case 3 
Laboratory data-obtained before, during, and after ACTH therapy. 


(Protein determinations are recorded 


in the last column. The first blocked area represents total proteins; second, albumin fraction; and third, 


globulin fraction.) 
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of the cell population, but again morphologically showed 
no alteration from those seen in the previous examina- 
tions (Fig. 2). 

We feel, from the findings in the above two 
cases treated with ACTH alone that the hormone 
produced no detectable cytologic change in the 
tumor cells. In Case 2 there seemed to be a 
sharp reduction in the percentage of myeloma 
cells immediately following a course of ACTH. 
However, in view of the possible variations in 
the distribution of the tumor cells in the marrow, 
one should be cautious about attributing this 
reduction to the therapy with ACTH. 

This last patient was classified as showing no 
improvement under ACTH. At present he is 
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receiving urethane, 2 grams a day, but it is too 
early to anticipate any improvement. 


Case 4.—A 49-year-old farmer was first admitted to 
the Scott & White Clinic on February 27, 1950, relating 
a three-year history of pain in the left hip. This began 
abruptly when he gave a sudden twist and has persisted 
as a dull ache, worse when coughing, sneezing, or riding 
a tractor. For an indefinite period of time he had been 
aware of paresthesias in the left foot. He had been a 
psoriatic sufferer for 30 years and during the past 12 
months was aware of an intermittent joint swelling, 
erythema, and pain which had not produced any joint 
deformities. He recalled that an x-ray of his pelvis three 
years ago revealed “‘a cyst” in the left side of the pelvis. 
No therapy had been instituted. 

Physical examination revealed a six-foot man weigh- 
ing 180 pounds, whose complete examination was en- 


Fig. 2, Cases 2 and 3 
Case 2.—(a) Before treatment, many myeloma cells, rouleaux prominent. 
of ACTH, hypocellular smear with only a few myeloma cells present, diminished rouleaux. (c) 
normocellular smear with many myeloma cells, rouleaux prominent. 
course of ACTH, note hypocellularity. 


Bone Marrow Smears. 


(f) Six weeks after ACTH, hypercellular marrow with many myeloma cells. 


(b) At end of 20-day course 
One month after ACTH, 
Case 3.--(d) Before treatment. (e) At end of 20-day 
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tirely within normal limits. X-rays of the entire skeleton 
showed only a large osteolytic lesion involving the 
entire lateral half of the left ilium. Laboratory studies, 
including complete blood counts, morphological study of 
peripheral blood, urine examination, blood urea, and 
serum proteins, were well within accepted normal values. 
A single sedimentation rate was recorded as 52 mm. per 
hour. No myeloma cells were identified in the marrow 
from the sternum. Under pentobarbital anesthesia, 
biopsy of the lesion was performed and the pathologic 
report verified the diagnosis of solitary myeloma. Over 
a period of four days, March 6, 1950 to March 11, 1950, 
the patient received a total of 1,596 r. of x-ray radiation 
over the left hip. This was repeated on May 16, 1950 
through May 20, 1950, the total dosage given being 
1,280 r. 

On his third visit on August 7, 1950, ACTH was 
proposed. At this time extensive repeated studies, in- 
cluding blood determinations, sternal aspiration, and 
x-rays of the pelvis failed to show any change. Un- 
fortunately aspiration of the osteolytic pelvic lesion was 
unsuccessful. However, ACTH was instituted according 
to the usual plan. Chart 3 tabulates data before, during, 
and at the end of the course of treatment, and again 
six weeks after treatment ended. Since the patient was 
asymptomatic, we realized that x-ray changes and prefer- 
ably biopsy of the lesion were the only two means of 
evaluating treatment. Repeat x-ray of the ilium six 
weeks after ACTH therapy now shows questionable 
early regeneration of the bone about the periphery. 
Pathologic study of a biopsy of the lesion failed to 


SOUTHERN MEDICAL JOURNAL 


June 1951 


reveal any notable change in the myeloma cells present. 
In final analysis, this single case of solitary myeloma has 
as yet failed to show any improvement. 


Case 5.—The patient, a 48-year-old white housewife, 
entered the Scott & White Clinic on July 18, 1949, 
complaining of ‘‘arthritis.” She said that her illness 
began 33 months previously with an easy fatigability 
and a catch in the lower back with pain radiating down 
the right hip. Since that time the pain had become 
generalized to involve the entire skeleton and was made 
considerably worse by any motion of the spine. During 
her illness there had been a six-inch reduction in her 
height and the family had noticed a marked deformity 
of the thoracic spine with gradual appearance of thoracic 
kyphosis. She had lost approximately 15 pounds weight 
during the previous three years. For the preceding 10 
months she had been bedridden; however, she was rela- 
tively comfortable while lying quiet. One of the most 
distressing symptoms was her inability to hold her head 
erect, and when allowed to sit up her head tended to 
fall forward and choke her. Physical examination re- 
vealed an alert, fairly well nourished woman lying 
quietly in bed. Blood pressure was recorded at 130 mm. 
systolic and 78 mm. diastolic; pulse was 78 per minute; 
respirations were 20 p2r minute; temperature was 98.6° 
F. The essential physical findings were as listed below: 


(1) Mainly kyphosis with scoliosis of the lumbar 
spine, inability to extend the head without support. 


(2) Exquisite bone pain to minimal pressure or per- 
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Laboratory data obtained before, during, 
column. The 


| Sternal Morrow lium Ilium positive 
aily 1.M. unsuccessful. 
eloma Cells Myeloma Cells 
Bone Marrow 
Mium positive. 
Alk. phosphatose 
1A.Units 45 3.0 2.8 4.2 
Sed.rate 
MM. per hour 43 25 15 42 
Calcium 96 9.5 97 
Mgm.% 
Urea 30 34 35 
Mgms. % 
Eosinophiles 
| £20 132 44 198 
8&9 
Protein 54 55 64 73 
Mgms.% 5.7 9 26 


7 -50|\8 -/9— 508 - 28 - 16 - 50 


Chart 3, Case 4 
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cussion when applied to any skeletal part, the most 
marked over the ribs and skull. 


(3) Pallor of the skin and mucous membranes. 


Laboratory Findings——Roentgenogram showed marked 
osteoporosis and multiple minute osteolytic lesions in- 
volving the skull, ribs, clavicles, scapulae, vertebrae, 
pelvis, and bones of the extremities. We have had the 
opportunity of following this patient for a period of 
one year, during which time we have seen her on six 
different occasions; and the patient has been maintained 
on a daily dose of urethane orally, 2 grams a day. 
Table 3 summarizes the laboratory data and bone mar- 
row studies for each admission during this period of 
time. 

It is interesting to note that marked hyperglobulinemia 
seen initially has tended to diminish slightly. The total 
serum proteins have risen. The marrow myeloma cell 
population has shown a remarkable change. One other 
important fact to observe was the increase in the marrow 
myeloma cells during a three-week period when urethane 
was omitted. 


This patient noted a subsidence of the exquisite bone 
pain approximately five to six weeks after urethane 
therapy was instituted and pain has remained absent 
since. She has assumed some of her previous usual extra- 
curricular activities, as attending bridge games and 
church. During this time there has been no change in 
roentgenograms of her skeleton; however, she has re- 
gained considerable strength and use of neck muscles. 
We consider her improvement very good with urethane. 

On one of her routine visits she desired that “some- 
thing more” be tried, even though there had been no 
change in her symptoms. ACTH was suggested and she 
accepted. In view of the patient’s status, we were aware 
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of the fact that more objective evidence would have 
to be the gauge of ACTH effectiveness. Chart 4 depicts 
graphically various blood chemical studies as well as 
marrow studies before and after ACTH. In this in- 
stance daily circulating eosinophil counts did not reveal 
the adrenal stimulation which was better evidenced by 
the production of a “moon face” and an increase in 
weight, both of which disappeared at the end of treat- 
ment. Although there was a temporary change in the 
blood protein pattern, it was not at all permanent. 
During this time urethane in its usual dosage of 2 grams 
a day was continued. 


The marrow of this patient, who had generalized 
skeletal involvement by the tumor, contained 33 per cent 
myeloma cells in the initial aspiration on July 20, 1949. 
After two months of treatment with urethane, the 
marrow was found to contain 3.5 per cent of myeloma 
cells with definite evidence of cytologic alterations in 
the tumor cells present (Fig. 3). The chromatin pattern 
was coarser and the cytoplasm showed a mottled, vacuo- 
lated appearance with the cytoplasmic margins in many 
cells irregular and frayed. Rouleau formation in the 
erythrocytes was less marked than in the previous ex- 
amination. Normal marrow cells were abundant through- 
out the smears. On August 24, 1950, following a course 
of ACTH therapy, during which the patient continued 
to receive urethane, the tumor cells made up only 1.0 
per cent of the marrow cell population. The smears 
were hypocellular and showed a left shift in the myeloid 
elements. Slight rouleau formation was noted. The 
chromatin pattern of the tumor cell nuclei was coarse. 
Clumps of myeloma cells, some multinucleated, were 
seen. On October 17, 1950, aspirated marrow contained 
15.0 per cent of myeloma cells, some very large in size. 
The chromatin pattern was less coarse than in the 


MULTIPLE MYELOMA TREATED WITH URETHANE 


Tests 7-18-49 8-10-49 9-13-49 11-30-49 3-15-50 7-10-50 8-1-50 
RBC, million per cu. mm... 3.6 4.2 4.4 3.8 3.7 4.0 
WBC per cu. mm 6,000 6,600 9,800 4,600 4,000 3,200 
Hemoglobin per cent 73 86 90 73 76 76 
Sed. rate mm. po hoor ____. 42 122 7 10 20 40 
Total protein gm. per cent... = 12.6 11.16 8.66 11.88 10.0 
Albumin gm. per -80 -76 81 1.5 
Globulin gm. per cent... 10.36 7.9 11.03 8.7 
per 9.0 14.1 9.4 9.4 
Phosphorus mg. per cent... 3.7 3.6 3.6 
Blood morphology —..________ a Rouleaux, no myeloma cells 
Two grams daily Two grams daily 
3 weeks 

Per cent myeloma cells in bone marrow 33 26 3.5 35 3.0 Dry tap 12 

Table 3, Case 5 


Laboratory data recorded during twelve months of treatment with urethane. 
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Myeloma Cells | ACTH 85 mgms.| Myeloma Cells | Myeloma 7 
per day 
Bone Marrow 122% “MOON FACE” 12% 15% 
EDEMA 
7.4 10.0 53 
Sed. Rate. 
M.M. Per hour. 40 115 105 45 
Phosphorus 
Mgms% 36 29 47 a 
Calcium 9.4 9.0 98 
Mgms. 
z 
Uree, /8 73 28 40 
22 22 
8&0 
Proteins 62 
gms.% 


10 - 50\8 - 24-50\10- /17- 50 


Chart 4, Case 5 


Laboratory data obtained beiore, during, and after ACTH therapy. 


(Protein determinations are recorded 


in the last column. The first blocked area represents total proteins; second, a!bumin fraction; and third, 


globulin fraction.) 


previous examination. Normal marrow cells were present 
in abundance and in normal proportions. 


It seems evident from the bone marrow picture 
in this case that urethane produced a very 
definite cytological alteration in the myeloma 
cells, with possibly a significant diminution in 
their number, although this latter point must be 
accepted with caution. 


The striking improvement in the clinical course 
and peripheral blood picture of this patient ac- 
companied the altered marrow picture. The 
effect of ACTH is, of course, very difficult to 
evaluate since the patient was continued on 
urethane therapy at the time she received ACTH. 
The last marrow examination on October 17, 
1950, showed the continued effect of urethane 
as reflected in the presence of very large or giant 
forms of the tumor cells. At present we do not 
feel that ACTH produced any added improve- 
ment in this case, and only repeated observation 
will show how long urethane can continue to 
benefit the condition. 


SUMMARY AND CONCLUSIONS 


Observations on the treatment of five cases of 
multiple myeloma and one case of solitary mye- 
loma with urethane and ACTH are reported. 

Two patients with multiple myeloma were 
treated with urethane alone. One patient showed 
subjective improvement with relief of bone pain 
and disappearance of daily fever, but died four 
months after treatment was begun. The other 
patient, who had a pathologic fracture of the 
third cervical vertebra when first seen, was re- 
lieved of bone pain and showed healing of his 
fracture. After seven months of urethane therapy, 
he was able to return to a part-time position as 
a railroad employe. 

Two patients with multiple myeloma were 
treated with ACTH ‘alone. One showed consid- 
erable subjective improvement with relief of bone 
pain and x-ray evidence of callus formation about 
the site of a pathologic fracture of the right 
humerus. The other patient gave no subjective 
or objective evidence of benefit. 
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Fig. 3, Case 5 
Bone Marrow Smears. (a) Before treatment, many myeloma cells, few normal marrow cells. (b) Aiter two months of 
urethane therapy, many normal marrow cells; few myeloma cells, some of which show altered staining reactions. (c) After 
20-day course of ACTH, hypocellular smear with few myeloma cells. (d) After 15 months of urethane therapy, many giant 
myeloma cells present. 


One patient was treated with both urethane ACTH should be given further trial so that 
and ACTH. She showed marked subjective im- its therapeutic possibilities can better be evalu- 
provement, with relief of bone pain. There was ated. 
alteration toward normal in her blood findings, 


both morphologic and chemical, and she was able 
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GASTRIC DOUBLE CONTRAST* 


By Cesare Gianturco, M.D.* 
Urbana, Illinois 


After the administration of barium, gastric 
double contrast may be obtained by various 
methods. One may inflate the stomach by means 
of a gastric tube, use effervescent powder or a 
carbonated drink. One may also use a thin 
rubber balloon and inflate it after it reaches the 
stomach. All these methods will occasionally give 
good results, but their objectionable features have 
kept the technic of gastric double contrast from 
becoming generally used. In 1949 I described a 
method of gastric double contrast called “oil 
contrast” because it relied upon the ingestion of 
barium followed by an equal amount of mineral 
oil. This method was used in the x-ray depart- 


*Read in Section on Radiology, Southern Medical Association, 
te ae Annual Meeting, St. Louis, Missouri, November 


+Carle Hospital Clinic, Urbana, Illinois. 
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ment of the Carle Clinic routinely for a year, and 
it gave very good results. However, we later 
found that by reducing the amount of barium and 
utilizing the gas normally contained within the 
stomach, we could dispense with the administra- 
tion of mineral oil in a large number of patients. 


At the present time we use only two ounces of 
thick barium, distribute it over the mucosa by 
palpation or by the position of the patients, then 
shift the gastric air bubble about the stomach, 
thus producing double contrast in the various 
gastric areas. This method requires very little 
additional time and effort and succeeds in about 
90 per cent of the patients. We still use mineral 
oil in about 10 per cent of the patients where 
the intra-gastric air is not sufficient for double 
contrast. Whether one uses oil or the gastric air 
bubble, placing the patient in position for double 
contrast studies of the stomach requires a certain 
amount of skill, as will be understood from the 
illustrations. Fig. 1A shows the appearance of 
the stomach following the ingestion of two ounces 
of barium with the patient upright. If we now 
administer mineral oil (Fig. 1B), this oil will 
separate the walls of the stomach and show double 
contrast between them. Note that the excess 
barium is now collected in the most dependent 
portions. Also note that the barium has not 
wetted the mucosa of the cardiac portion of the 
stomach. The patient is then placed in a supine 
Trendelenburg position. The barium now collects 
in the fundus and sometimes in the pyloric area, 
and double contrast can be seen in the body of 
the stomach (Fig. 1C). We now rotate the 
patient on his left side. The barium will leave 
the pyloric area, and upon returning the patient 
to the supine Trendelenburg position, all the 
barium will be found in the fundus, while the 
body and pyloric area will be well shown in 
double contrast (Fig. 1D). A film is usually 
taken at this point. 


D E 


Fig. 1 
(A) Upright position, two ounces of barium. (B) Upright position, barium plus mineral oil. (C) Patient supine after upright 


position. (D) Patient supine after left decubitus. 


(E) Patient prone after supine position. 


; 
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The patient is then rotated upon his right side 
and slightly upon his stomach. This causes the 
barium to fill the lower portion of the stomach 
and outline the upper body and cardia in double 
contrast (Fig. 1E). Another film is taken now. 
This preliminary study is routine for all our pa- 
tients. The examination may now continue, after 
administering two to four ounces of additional 
barium for the usual study of the stomach and 
duodenum. It should be emphasized here that 
the gastric double contrast study should be com- 
pleted before a large amount of barium reaches 
the duodenum because barium in the duodenal 
loop or in the upper jejunum will often cast its 
shadow upon the body of the stomach. It must 


Fig. 2 


Appearance of normal gastric mucosa. 


GIANTURCO: GASTRIC DOUBLE CONTRAST 


479 


be realized also that gastric double contrast will 
not succeed in the presence of a large amount of 
fluid or food because the barium will not adhere 
to a wet mucosa. 


Several normal appearances may be confusing 
when the double contrast has been obtained fol- 
lowing the administration of oil. Barium drops 
in oil may simulate ulcer craters. Large oil or 
air bubbles may simulate polyps. The mucosa 
may have a granular appearance due to small air 
bubbles mixed with barium, mucus and saliva. 
When oil is not used and the double contrast is 
obtained simply by shifting the intra-gastric air, 
the only confusing appearance is the presence of 
small air bubbles within the barium coating. 


Fig. 4 


Benign ulcer in the upper portion oi the stomach with marked 
swelling of the mucosal folds. 


Fig. 3 
Note peculiar 


Linitis _ plastica. 
pattern. 


appearance of the mucosal 


Fig. 5 
Malignant ulcer in the upper portion of the stomach. Gastric 
retention interferes with the visualization of the mucosa. 


it 
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These confusing findings will disappear or be 
greatly modified by a change in the position of 
the patient. 

The gross pathology shown by this method 
has a familiar appearance similar to that of 
compression films. While it must be admitted 
that compression films are definitely superior to 
double contrast studies in the lower portions of 
the stomach, the double contrast method is very 
useful in demonstrating lesions in gastric areas 
which are not accessible to compression and in 
the study of those stomachs which are partially 
or completely protected by the costal arch. 


Fig. 6 
Infiltrating small cell carcinoma at the upper portion of the 
stomach. Note the flat mucosal pattern. 


Atrophic gastritis. Note the absence of mucosal folds in spite 
of the comparatively small filling of the stomach and the thick- 
ness of the barium adhering to the walls of the stomach. 
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In addition to the demonstration of gross 
lesions in the upper regions of the stomach, the 
technic of gastric double contrast promises to 
demonstrate fine changes in the gastric mucosa. 
Many of these changes are still not completely 
understood, but an attempt is being made to 
correlate the radiological appearance with sur- 
gical and gastroscopic findings. For this I am 
indebted to Drs. J. C. T. Rogers and C. H. 
Drenckhahn. These changes of the mucosa will 
be best understood after viewing a close-up of 
normal rugae (Fig. 2). Notice how the normal 
mucosa shows regular folds with well defined 
contours and of a size not exceeding 4 mm. Fig. 


Fig. 8 
Achlorhydria without gastioscopic findings. The radiologic ap- 
pearance of the mucosa is, however, quite different from normal. 


Fig. 9 
Giant hypertrophic rugae. 


Chall 
— 
Fig. 7 
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3 shows a serrated appearance which is sugges- 
tive of multiple ulcerations. This is a case of 
linitis plastica where no ulceration was found but 
the mucosa was firmly attached to the neoplastic 
wall. Fig. 4 shows a benign ulcer high on the 
posterior wall and Fig. 5 shows a malignant ulcer 
too high to be visualized by the compression 
technic. 


In conclusion it may be said that gastric 
double contrast is a useful adjunct to the routine 
examination because it allows the study of 
radiologically silent areas. 


DISCUSSION (Abstract) 


Dr. Wendell G. Scott, St. Louis, Mo—Dr. Gianturco 
has been studying the gastric mucosa for several years. 
He is now making the examinations routinely. 


I was glad to hear him say that air and barium still 
form the basis for 90 per cent of his contrast studies. 
This makes it simpler and easier for patient and 
radiologist. 


He emphasized the point that we have not been study- 
ing the mucosa as carefully as we should. By paying 
attention to the mucosa, we can discover many early 
lesions, which otherwise might be missed by the standard 
methods we have used with the stomach fully distended. 
It seems to me that we are all going to have to spend 
more time in examining the mucosa because greater 
demands are being made on us for the recognition of 
disease in the early stages, particularly small peptic 
ulcers and early cancers of the stomach. They will be 
better recognized by using the type of examination which 
Dr. Gianturco has demonstrated this morning. 

There is no magic compound or mixture that will 
stick to the mucosa and solve our problem without 
maneuvering the patient into the different positions he 
has ably shown us. It is an advantage to do the ex- 
amination quickly before the barium gets out of the 
stomach and into the duodenum. 


TRANSVERSE GRASPING CAPSULE 
FORCEPS* 


By Harvey B. Searcy, M.D. 
Tuscaloosa, Alabama 


Three types of transverse grasping capsule 
forceps are presented for cataract surgery (Fig. 
1): (1) a direct action instrument, (2) a crossed 
action instrument, and (3) a spring action in- 
strument, all with the same type of transverse 
grasping bite for removing a cataract. The first 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Forty-Fourth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1950. 


(2) 


(3) 


Fig. 1 


two have the “bite” placed at about 20° off 
vertical so that the hand of the operator will 
not interfere with the view of the eye. These are 
for holding in the right hand. 

A transverse grasp of the capsule, rather than 
the conventional vertical grasp, places less strain 
upon the capsule of the lens especially when it 
is tumbled. 


TUMORS OF THE JAWS* 


By Joun C. GLENN, Jr., M.D., 
San Antonio, Texas 
ALLEN Taytor, M.D.‘ 
and 
RoBert J. REEveEs, M.D. 
Durham, North Carolina 


Tumors of the jaws, as a group, from the 
standpoint of accurate diagnosis and adequate 
treatment are frequently neglected. The lack of 
interest in this subject may be attributed to in- 
complete instruction in the management of jaw 
tumors in dental and medical schools and in- 
complete postgraduate dental and medical edu- 
cation. 


These tumors, in their earlier stages, are 
more commonly seen by dentists, at which time 
if they are accurately diagnosed and properly 
treated they can be eradicated with good cos- 
metic and functional results. However, in many 
cases diagnosis and treatment are inadequate 
and large deforming tumors involving wide areas 


*Read in Section on Radiology, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 

*From the Department of Radiology, Duke University School 
of Medicine and Hospital, Durham, North Carolina. 

tTeaching Fellow in Radiology assigned to Undergraduate Cancer 
Training Program, Duke University School of Medicine, Durham, 
North Carolina. 
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of the mandible or maxilla are permitted to 
develop requiring extensive surgical procedures 
for their correction. 


The diagnosis of jaw tumors in their earliest 
stages frequently is difficult and may require 
the combined efforts of the dentist, radiologist, 
pathologist and oral surgeon. It is by close 
cooperation of these that the best interests of the 
patient are served. Accurate radiographs are 
imperative in the diagnosis of jaw tumors and, 
together with clinical opinions and pathologic 
examination of representative tissue from the 
tumor, allow correct diagnosis to be made. 


INCIDENCE 


This report is based on 163 histologically 
proven primary jaw tumors observed in 161 
patients at Duke Hospital from July 1, 1930 
to July 1, 1950. There was an approximate in- 
cidence of one case per 3,000 patients. A sizeable 
group of cases was discarded due to lack of 
histologic proof of the tumor. Radicular and 
paradental cysts are not included in this his- 
tologically proven group of primary tumors of 
the jaws but were frequently treated by the 
dental department as outpatients. 


Embryology—A knowledge of the embry- 
ologic development of the jaws allows one to 
appreciate more fully the difficulties encountered 
in the diagnosis of jaw tumors. The jaws arise 
from the first branchial arches on each side, 
which divide into upper and lower parts forming, 


OENTAL EPITHELIUM 


Fig. 1 
Showing development of tooth bud from oral (gingival) epithe- 
lium. Ameloblasts (enamel organ) develop from the lowermost 
cells. The dental papilla is mesodermal in origin. 


SOUTHERN MEDICAL JOURNAL 


June 1951 


respectively, the maxillary and mandibular proc- 
esses and subsequently joining in the midline. 
Meckel’s cartilage, which is derived from the 
first two visceral arches, normally disappears 
completely before birth; the only parts remain- 
ing are the mandibular canal, sphenomandibular 
ligament, the malleus and incus of the middle 
ear. However, remnants of it may persist and 
give rise to cartilage-containing tumors. 

The ectoderm gives rise in part to the oral 
and nasal lining membranes and is the origin of 
the thyroid, mucus glands, salivary glands, 
Rathke’s pouch and enamel organs of the teeth. 
These enamel organs are derived from the oral 
epithelium as down growths into the substance 


Fig. 2 
The permanent tooth develops as an off-shoot of the dental 
epithelium. Epithelial debris may be misplaced oral or dental 
epithelium or an enamel organ which has not developed. 


Fig. 3 
Simple follicular cyst. Note erosion of tooth roots, absence of 
septation, or surrounding bone reaction. Unilocular cysts are 
usually, but not always, follicular cysts. 
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of the underlying bone (Figs. 1 and 2) which 
divide and become the deciduous and permanent 
teeth. The lowermost cells differentiate into 
ameloblasts (enamel organ). 

The dentine and pulp arise from mesodermal 
elements within the bone. Thus, the teeth are 
of ectodermal and mesodermal origin. 

In the separation of gingival and dental epi- 
thelium, small groups of cells may become iso- 
lated; also, a tooth bud may not develop and 
remain as a group of cells embedded in bone or 
soft tissue. These cells retain all their potentiali- 
ties and at any stage of development these de- 


Fig. 4 
The cyst is formed around and 


Dentigerous follicular cyst. 


includes the neck and crown and is unilocular. Note the roots 


outside the cyst, erosion of adjacent teeth, absence of bone or 
periosteal reaction. 


Fig. 5 
Ameloblastoma. Showing expansion of cortex without reaction. 
There is complete septation. Resembles giant cell tumor. 


GLENN ET AL.: TUMORS OF THE JAWS 


483 


partures from the normal may occur. Displaced 
ectodermal epithelial cells elsewhere in the body 
may also give rise to tumors _ histologically 
similar to ameloblastomas (adamantinomas). 
They have been described in the tibial tubercle, 
supra-sellar cysts, humerus, and so on. 


Locations.—Table 1 summarizes the locations 
of the 163 jaw tumors in this series. Two 
patients had two tumors each, both of which 
were odontomas associated with dentigerous 
cysts. The mandible is shown to have been in- 
volved by tumors twice as frequently as the 
maxilla. 


Fig. 6 
Ameloblastoma. Note the displacement of teeth and erosion of 
roots. There is also complete septation resembling giant cell 


tumor. Patients with giant cell tumors usually seek treatment 
earlier than those with ameloblastomas. 


Fig. 7 
Bony septa are thinned and separated 
by the large blood containing spaces. Resembles hemangioma of 
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Classification—Many attempts have been 
made to formulate a satisfactory clinical, radio- 
logic and pathologic classification of jaw tumors. 
The following abbreviated classification (Table 
2) based on embryologic origins as developed 
by Ward and Hendrick’ is most acceptable and 
satisfies to a large degree the above requirements. 
Space does not allow enumeration of this entire 
schema; the reader is earnestly referred to their 
excellent work. 


CLINICAL FEATURES 


The salient clinical features of jaw tumors are 
presented in Table 1. The jaws consist of the 
same tissues as other areas of the body and are 
therefore subject to similar diseases. Osseous 
and soft tissue tumors behave the same in the 
jaws as elsewhere in the body except that they 
are confined within a small area and, even 
though the tumor may be either benign or 
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malignant, it may readily invade or produce 
pressure on adjacent vital structures. This neces- 
sitates early and prompt diagnosis of benign, 
premalignant or malignant lesions in order that 
efficient therapy may be administered. 


A careful history is of utmost importance in 
arriving at a diagnosis. If it has existed only a 
short time and is accompanied by pain, soft 
tissue edema, elevated temperature and illness, 
it is probably neoplastic. Inflammatory and neo- 
plastic lesions may be very difficult to differen- 
tiate because of the similar histories. If it has 
persisted over a period of years and has a lack 
of appreciable symptoms except deformity it may 
be considered congenital in origin, and benign 
(Table 1). When pain and rapid growth develop 
in the latter group malignant change has prob- 
ably occurred. This is observed frequently in 
odontogenic tumors and cysts. 


Lesion Mandible Maxilla Total Age Range Duration Symptoms 
Simple follicular cyst 1 1 2 3 mos.-18 yrs. 3 mos. 
Follicular cyst dentigerous 13 2 15 10-73 yrs. 2 mos.-2 yrs. 


M=23.3 yrs. M=10 mos. 


Paradental and radicular cysts 


Ameloblastoma 20 4 24 13-71 yrs. 2-10 yrs. 
M==31 yrs. M=6.2 yrs. 
Odontoma 3 0 3 34-36 yrs. 1 year 
1 asymptomatic 
Epulides (including peripheral 31 19 50 6-77 yrs. 4-6 yrs. 
giant cell epulis) M=29 yrs. M=1.4 yrs. 
Fibromas (ossifying and 16 7 23 8-75 yrs. 14-15 yrs. 
non-ossifying) M==34 yrs. M==3 yrs. 
Osteoma (including torus 10 12 22 7-67 yrs. ¥Y%-7 yrs. 
palatinus and mandibularis) M=38 yrs. M==2.4 yrs. 
Osteochondroma 3 1 4 22-55 yrs. %4-30 yrs. 
M=30.5 yrs. M==6.0 yrs. 
Giant cell tumor of bone 5 1 6 4-48 yrs. 5 mos.-2 yrs. 
M==23.6 yrs. M=10 mos. 
Osteogenic sarcoma 6 2 8 2-50 yrs. 1 mo.-4 yrs. 
M==32 yrs. ==10-2/3 mos. 
Ewing’s sarcoma 1 0 1 2 yrs. 3 weeks 
Fibrosarcoma 1 0 1 34 yrs. 4 years 
H gio-endotheli 1 1 2 11 and 22 yrs. 5 mos.-6 yrs. 
Eosinophilic granuloma of bone 2 0 2 1 and 6 yrs. 4 weeks 
Totals 113 50 163 
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Dental root infections or eosinophilic granu- 
lomas may be confused with malignant lesions. 
However, differentiation can be made by x-ray 
or vitality tests of involved teeth and biopsy of 
representative tumor tissue. Root abscesses are 
associated with non-vital teeth which differen- 
tiates them from dentinomas and cementoblas- 
tomas. 

Loose teeth at any age frequently are the pre- 
senting symptom of a benign or malignant odon- 
togenic cyst or tumor and require a careful 
evaluation of the complaints and adequate x-ray 
examination of the involved area, especially if 
pain is present. 

Schuller-Christian disease often involves the 
jaws with a resulting loosening of the teeth, 
which may be the presenting complaint. This 
disease usually occurs at a younger age than 
odontogenic lesions and is also associated with 
more generalized symptoms. 
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Radiographic Features—The jaws are -fre- 
quently involved by lesions of adjacent struc- 
tures which may come by direct invasion (such 
as extension from carcinoma of the tongue, floor 
of mouth or salivary tissue tumors) or may re- 
sult from pressure by large benign neoplasms. 
Invasion by malignant processes should be easily 
established clinically since malignant lesions (pri- 
mary or secondary) tend to destroy bone and 
leave the teeth actually “hanging in mid-air,” 
whereas benign cysts and tumors displace the 
teeth and produce erosion of their roots. 

Careful examination of the lamina dura of the 
teeth in the region of the tumor is essential. 
Radicular cysts arising from infection between 
a tooth and the lamina dura cause a hiatus 
therein which is usually localized to a small area. 
In some instances, however, several teeth may 
be involved. Benign tumors and cysts do not 
destroy the lamina dura except by prolonged 


Clinical Features 


Radiographic Findings 


Painless swelling; history of unerupted teeth, or local Usually unilocular; smooth bordered cyst without surrounding reaction 


absence of dentition: most common in third molar area of 
mandible and under 15 years: adjacent teeth vital. 


unless infected; cortex expanded and thinned without periosteal reaction; 
displaces adjacent teeth and erodes roots. 


As above but contains a tooth with cyst around the crown. 


Preceded by history of infection; involved teeth non-vital 
(Radicular), tender. 


Occurs at side or root of tooth; resembles ‘‘root abscess’; shows break in 
lamina dura; confused with dentinoma, cementoblastoma. 


Painless swelling; deformity with little functional dis- 
turbance; adjacent teeth vital; most common in molar area 
in young adults; loose teeth common. 


Commonly multilocular with cystic or “‘soap bubbles” appearance; displaces 
teeth and erodes roots; may occur in follicular cyst; often confused with 
giant cell tumor. 


Painless swelling; localized absence of dentition; usually 
young individuals; most common in mandible. 


Solid or cystic; may contain many abnormal teeth (compound composite), 
fused teeth (geminated), or other tooth structures in various stages of 
development (complex composite); may be dense and resemble osteoma. 
or lucent resembling cyst or fibroma; may be invasive. 


Painless mass; poor oral hygiene; peripheral giant cell 
epulis associated with permanent dentition and hyper- 
parathyroidism. 


Usually no changes (peripheral giant cell epulis), or may show alveolar 
absorption or evidences of associated infection. 


Swelling with or without pain; may have history of 
trauma. 


Tend to be oval, cortex expanded and thinned without periosteal reaction ; 
incomplete septation, may or may not contain varying amounts of calcifi- 
cation, margins indistinct; displaces teeth; may resemble osteoma if very 
dense. 


Hard mass; may or may not be painful and tender to 
pressure. 


May be dense if a cortical osteoma (compact), or less dense if chiefly 
medullary elements present (spongy). Osteochondroma contains varying 
amounts of osseous tissue. 


Painless swelling commonly associated with hyperpara- 
thyroidism and may be first complaint. 


Multiloculated with complete septation; cortex expanded and thinned 
without periosteal reaction; displaces teeth, may be confused with 
ameloblastoma; may be first sign of hyperparathyroidism. 


Rapidly appearing painful swelling, patient appears ill. 


“Sunburst” or “onion skin” appearance; periosteal reaction; invasive bone 
destruction; soft tissue swelling. 


Mass, bleeding. 


Spongy appearance with parallel arrangement of trabeculae. 


Swelling, usually tender, low-grade fever, mild leucocytosis 
with or without eosinophilia. 


Solitary, round or oval; slight irregular border without reaction; soft 
tissue swelling. 


Table 1, continued 
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pressure; on the other hand, malignant lesions 
destroy it entirely. Complete absence or marked 
generalized decrease in density of the lamina 
dura may be due to high concentration of 
osteoclasts around the alveolus which is early 
affected by excess of parathormone. This may 
be the earliest x-ray sign in hyperparathyroidism. 

A tumor of the jaw may contain more than 
one type of neoplasm, and it is not uncommon 
to see a combination of lesions in one tumor. For 
example, a small cluster of “soap bubbles” in a 
dentigerous cyst is indicative of ameloblastoma. 
A solitary cyst is not always a follicular cyst, nor 
is a multiloculated one always an ameloblastoma 
or giant cell tumor. 


Ectoderm 
Dental epithelium 
simple 


Follicular cysts 
dentigerous 


Odontogenic cysts | Radicular cysts 


Periodontal cysts 


| Ameloblastoma 


malignant 
Odontogenic tumors | Enameloma | 


Odontoma (epithelial only ) 


Oral epithelium 
Adenocystic basal cell carcinoma 
Cylindroma 
Central carcinoma 
Dermoid cyst 


Congenital 
Fissural cysts 
Nasopalatine cysts 


Ectoderm and mesoderm 


Mixed odontoma 
Salivary tissue tumors 


Mesoderm 
Traumatic 


Osseous benign 

| malignant 

| cementoma 

dentinoma 

| fibrosarcoma, etc. 


Connective tissue 


Odontogenic 
Soft odontomas 
Odontoclastoma 


Table 2 
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Pathology.—Pathologic findings of jaw tumors, 
because they contain cells of many potentialities, 
may range from a simple epithelial lining of a 
cyst to very complex tumors consisting of a 
combination of two or more mature counter- 
parts. 


The prerequisite for proper management of 
jaw tumors is accurate diagnosis based on a 
biopsy of representative tumor tissue. It must 
be remembered that the pathologist can pass 
only on tissue submitted to him for histological 
examination; consequently, it is imperative that 
he have sufficient tissue representative of the 
tumor for examination. The knowledge obtained 
from accurate biopsy is of more importance than 
any hypothetical dissemination of the tumor pro- 
duced by its removal. The pathologist often can- 
not intelligently interpret his findings without a 
knowledge of the radiographic and clinical fea- 
tures of a particular case. 


Treatment.—The intelligent management of 
jaw tumors is directed toward complete eradica- 
tion of the disease after a careful diagnosis, fre- 
quently requiring the combined efforts of the 
dentist, radiologist, and surgeon. 

The treatment of choice for all primary jaw 
tumors except the sarcomas arising from or in 
the bone (Ewing’s and osteogenic), is adequate 
surgery. Formerly many jaw tumors were re- 
peatedly curetted or inadequately removed, 
which is equivalent to no more than taking a 
large biopsy, but were not cured and were only 
permitted to grow and produce extensive destruc- 
tion of the maxilla or mandible. The tumor, 
other than a cyst, must be resected allowing a 
wide margin around it which, in most instances, 
requires excision of the full thickness of the 
jaw. Modern prostheses prevent cosmetic dis- 
figurement following careful curative surgery. 
Radiation therapy is of value, if adequately ad- 
ministered, in the sarcomas (except fibrosar- 
coma) but if used in other types of jaw tumors, 
produces only deleterious effects and is not cura- 
tive. It is mentioned only to be condemned. 

Odontogenic tumors and cysts are notorious 
for their invasive tendencies and persist and 
recur if they are not widely excised. Fibromas, 
on the contrary, frequently become malignant, 
especially after incomplete removal, and there- 
fore require excision of the entire tumor with a 
wide margin around it. 


Complete excision of a jaw tumor during the 
initial operative procedure in conjunction with 
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proper prosthesis when indicated gives a higher 
curability and better cosmetic results with less 
total expense to the patient than multiple, partial 
or incomplete resections. 


DISCUSSION 


Correct diagnosis of jaw tumors necessitates 
a careful history, accurate radiographs and ade- 
quate tissue for pathologic study. If these pro- 
cedures are violated frequent errors occur which 
may result in large deforming tumors that ulti- 
mately require for correction extensive ther- 
apeutic measures. 


SUMMARY 


(1) The clinical and x-ray findings of 163 
primary jaw tumors seen at Duke Hospital are 
reviewed. 


(2) Odontogenic tumors and cysts tend to 
occur in children and younger adults, producing 
deformity and few symptoms, and they are of 
long duration. 


(3) Incomplete dentition and a tumor mass 
suggest odontogenic cyst or tumor. Loose teeth 
may have the same significance. 


(4) Other benign tumors are usually of long 
duration, produce deformity, with few or no 
symptoms. History of trauma is frequent. 


(5) Malignant tumors are of short duration, 
produce pain, swelling, tenderness, and systemic 
effects. 


(6) Surgery is generally the treatment of 
choice and it must be complete; otherwise re- 
currences are high. 


(7) Clinician, radiologist, and pathologist 
must cooperate to establish the diagnosis. 
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DISCUSSION (Abstract) 


Dr. Hugh M. Wilson, St. Louis, Mo—Some confusion 
about tumors of the jaws may be attributable to such 
factors as low incidence, a division of responsibility that 
obtains in most clinics, together with some lack of 
understanding of their origin and development and 
considerable confusion in the nomenclature used in 
various classifications. 
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The experience of the authors over a twenty-year 
period indicates a relatively low incidence of many 
varieties that may be encountered. This suggests the 
desirability for all of us to review our accumulated 
material in the hope of developing a greater degree of 
familiarity with the various manifestations. This, we 
are in the process of doing at the Mallinckrodt Institute 
of Radiology. 


Dr. Glenn has laid a serious accusation at the door 
of teachers who are expected to assume the responsibility 
for presenting the subject to students. I must plead 
guilty to this accusation that our teaching job has not 
been well done at either the undergraduate or graduate 
levels. Patients suffering from tumors of the jaws may 
present themselves to any of several surgical specialties 
including otolaryngologists, dental and oral surgeons, or 
to physicians engaged in general medical practice. The 
total number of cases is small and no one individual 
in any one of these disciplines develops a very large 
experience. Physicians frequently side-step a realistic 
approach to problems of dental origin and since early 
recognition may depend very largely on roentgenographic 
evidence, radiologists should accept a large measure of 
responsibility for teaching in this field. 


In an effort to correct this fault in our own teaching 
program for resident radiologists, we have established 
a close working relationship with a consultant in radio- 
dontics. Dr. William Koch, Associate Professor of Radio- 
dontics in the School of Dentistry holds a joint appoint- 
ment on the staff of the Department of Radiology, and 
as a result of his daily consultations and review of our 
daily case material in this field, we have high hopes of 
improving our teaching program as well as our service 
to patients. 


MELANOMA OF THE URINARY TRACT 
AND PROSTATE GLAND* 


By Oswatp S. Lowstey, M.D., F.A.C.S. 
New York, New York 


INTRODUCTION 


The extreme rarity of melanoma of the organs 
of the urinary tract and prostate gland would 
seem to justify an additional report on this sub- 
ject. The purpose of this paper is to present a 
case of melanoma of the prostate gland which 
was diagnosed preoperatively, and to review the 
subject of melanoma of the urinary organs and 
prostate. 

Malignant melanoma (variously called mel- 
anosarcoma, melanocarcinoma, and melano- 
epithelioma) is a relatively common, vicious 


*Read in Section on Urology, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 

*From The Oswald Swinney Lowsley Foundation, Inc. of St. 
Clare’s Hospital, New York, New York. 
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Fig. 1 


Melanoma of prostatic urethra and seminal vesicle secondary to melanoma of shoulder. (1) Original lesion, removed 5 years 
earlier. (2) Cystoscopic view of tumor involving posterior wall of prostatic urethra. (3) Sagittal section showing position of 
tumor in prostatic urethra and involvement of left vesicle. (4) Total perineal prostatectomy: prostate cut across at apex and 
drawn downward. Anterior commissure split, exposing tumor in Prostatic urethra. Entire left vesicle involved with tumor; 
tight vesicle and vasa uninvolved, dividing upper attachment of left vesicle 
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tumor, generally pigmented, that most frequently 
arises from a pigmented mole of the skin or 
from the choroid coat of the eye. No other tumor 
can metastasize so early or so widely, and in this 
lies its greatest danger. Spread of the tumor may 
occur: (1) by direct extension into the surround- 
ing tissue, (2) by the lymphatics, to the adjacent 
skin and regional lymph nodes, and (3) by the 


of pigmented an pig cells. Some clumps 
lie within the lumen. Mucosa of surrounding prostatic glands 
replaced by melanin-containing cells. 


Low power: showing seminal vesicle mucosa replaced by clumps 


Medium power: showing a clump of metastatic melanoma cells 
within the prostatic parenchyma, some pigmented, some not. 


Fig. 4 


High power: showing mass of pigmented and nonpigmented 
melanoma cells within the prostatic parenchyma. 
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blood stream, to distant parts, the liver, lungs, 
and heart most frequently, although any organ 
may be invaded. Metastases usually develop 6 
months to 2 years after the original tumor is 
noticed, but may not occur for many years after 
removal of the primary growth, especially if the 
tumor is of ocular origin. 


The varied nomenclature of this pathologic 
entity occurs because it is frequently difficult to 
decide whether the growth is sarcomatous or 
carcinomatous in nature. Ewing,! Taussig, and 
others attest to the histological variability of 
these tumors and their metastases, which grossly 
appear pigmented and vary in shade from black 
to blue, and histologically may give an impres- 
sion of carcinoma in one section of a slide, of 
sarcoma in another, and of endothelioma in still 
another. Whatever their designation, they are 
all highly malignant. 


The only hope of cure lies in early diagnosis 
and radical surgical excision. Radium and x-ray 
therapy have been disappointing, as only a very 
small percentage of these growths are radio- 
sensitive. 


INVOLVEMENT OF URINARY TRACT AND PROSTATE 


Both primary and secondary melanomas of 
the urinary tract and prostate are exceedingly 
rare, to judge by the literature. Even in reviews 
of very large series of cases of melanoma, one 
finds almost no reference to involvement of these 
organs. In the terminal stage of the disease, all 
bodily structures may be affected, and such 
references to the urinary tract and the prostate 
as may be found are, for the most part, contained 
in autopsy reports of cases with diffuse metas- 
tases. These will not be included here. 


The Kidney.—We have found no report of a 
primary melanoma of the kidney, but there are 
occasional references in the literature to meta- 
static involvement of this organ in late stages 
of the disease. In a review of all types of meta- 
static malignant tumors of the kidney in 1941, 
Abeshouse and Goldstein? tabulated a total of 
1,481 cases; and, of these, 11 were melano- 
sarcomas, 1 secondary to melanoma of the eye 
(Willis) and 10 with primary lesions in the skin 
(Barney and Mintz,> Kelynack,* Barrett,5 Mari- 
conda®). After emphasizing the fact that renal 
metastases are rare in primary tumors of the 
skin, these authors? say: 


“However, melanosarcoma of the skin is one of the 
neoplasms which is accompanied by frequent metastatic 
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nodules in the kidneys, due to its widespread dissemina- 
tion through the blood stream.” 


The Adrenal Gland.—Primary melanoma of 
the adrenal gland is also very rare. Ewing says 
that such growths have been reported in several 
instances and have been bilateral in a number 
of cases. Kniseley and Baggenstoss,’ in reviewing 
the literature and reporting a case in 1946, say: 

“Tt is fairly certain that there are not more than 11 
authentic cases reported.” 

These they enumerate. We have been unable 
to find any since. In their case, a melanoma of 
the left adrenal discovered at autopsy, there was 
no evidence of eye, skin, brain, or spinal cord 
lesions which might be primary; but there were 
secondary melanotic nodules in the right adrenal, 
prostate gland, lungs, and peri-ureteral tissues. 


The Bladder.—We have found only 1 case of 
primary and 1 case of metastatic malignant 
melanoma of the urinary bladder. The latter was 
reported in 1937 by C. M. McKenna in connec- 
tion with a case of melanoma of the penile 
urethra (described below). The author states: 
“No case involving the urinary bladder, either 
primarily or by metastasis, has been reported.” 


However, in 1942 M. C. Wheelock reported 4 
cases of sarcoma of the bladder, including 1 of 
melanoma. The patient was a 67-year-old woman 
who complained of hematuria, urgency, and 
frequency. A tumor (type unknown) had 
been removed from the region of the bladder 
neck 6 months previously, with temporary relief. 
Through a suprapubic incision, a black, smooth, 
friable growth was resected; this infiltrated the 
bladder wall and extended to the urethra. Ra- 
dium needles were implanted. The pathologic 
diagnosis was “malignant melanoma.” The pa- 
tient died 6 months later and no autopsy was 
done. 


The Ureter—We have found no reports of 
melanoma of the ureter except in autopsy reports 
of diffuse metastases, and even then its invasion 
is apparently extremely rare. 


The Female Urethra.—Of all the urinary 
organs, the female urethra is, apparently, the one 
most frequently involved in melanoma. How- 
ever, only 15 cases have been reported to date. 
Reed,’ in 1896, described the first authentic 
case; Long, Counsellor, and Dockerty,° in 1946, 
listed 11 cases from the literature and added 3 
from the Mayo Clinic; and Savran, Sayer and 
Schradiack!® reported a fifteenth case in 1948. 
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In about 700,000 women examined at the Mayo 
Clinic in a 38-year period, there were only 3 
with melanoma of the urethra. 

Malignant melanoma of the female urethra 
is a disease of the elderly, the average age in the 
reported cases being 64 years. In 11 of the 15 
cases, the primary tumor was located at the 
urethral orifice. In several cases no treatment 
was instituted because of extensive metastases. 
Treatment in the remainder was removal by 
scalpel or electrocautery, followed in some in- 
stances by roentgen or radium irradiation. Treat- 
ment to date has been very disappointing, the 
tumor usually recurring either locally or as 
distant metastases in a short period. In one case 
(Newell and Schrivner!!) the growth was re- 
moved or treated by irradiation 10 times. Each 
time it recurred within two to three months and 
the patient died 2'% years after the original 
diagnosis. 


The Male Urethra.—Primary and metastatic 
melanoma of the urethra is even rarer in the male 
than in the female. We have found reports of 
only 4 cases. 


In 1906, Frick and Hall!? reported a case of 
melanotic tumor in a 33-year-old man which they 
believed to arise from the urethra. The patient 
had been treated elsewhere for 6 months for 
what was believed to be a chancre and finally 
had had partial amputation of the penis for a 
fungating lesion in the urethra involving the 
entire glans. They excised the inguinal nodes, 
which had increased in size, but the patient died 
a few months later. At autopsy, melanotic metas- 
tases were found in many of the organs, and a 
small, black tumor within the urethra near where 
the glans had been amputated. This was re- 
garded as primary in the urethra, the authors 
“not being able to find in the literature another 
case of the original tumor (melanoma) develop- 
ing in or on the penis.” Parenthetically we 
might state that Wattenberg,'> in 1944, collected 
11 cases of melanoma of the penis reported be- 
tween the years 1871 and 1943; of these, 10 
affected the glans and one the prepuce. 


In 1936, Campbell and Fein'* reported a case 
of urethral melanoma in a 76-year-old man who 
had had a lump in the penoscrotal junction for 
1 year, slight urinary difficulty, but no pain. 
There were palpable swellings also in the groin 
and lower right abdomen. Biopsy of an inguinal 
node showed malignant melanoma; x-ray ex- 
amination disclosed no metastases. The patient 
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was given roentgen irradiation over the glands, 
without benefit. He was not seen again for 5 
months, when the penis was amputated, the 
stump of the urethra transplanted to the per- 
ineum, and postoperative irradiation given. He 
died 3 months later. The pathologic report in 
this case was malignant melanoma of the penile 
urethra. 


The third case was reported by C. M. 
McKenna in 1937. This 65-year-old man had 
been operated upon 11 months previously for a 
growth involving the tip of the glans. When 
admitted, the inguinal glands on both sides were 
the size of grapefruit, the penis edematous, the 
foreskin enormously thickened. A dorsal slit 
disclosed a foul-smelling, fungating, brownish 
lesion in the fossa navicularis. A biopsy speci- 
men was provisionally diagnosed as “sarcoma, 
possibly fibrosarcoma, possibly melanoblastoma.” 
The patient died 3 weeks later. Autopsy showed 
destruction of two-thirds of the penis by tumor 
which was black to brown in color. Cut sections 
of this revealed the upper portion of the tumor 
to lie just beneath the urethra and in the distal 
portions it had eroded the mucosa. The inguinal 
regions were filled with tumor, which was whitish 
to black in color. The bladder mucosa was en- 
tirely involved by tumor. The report says: 

“The tumor did not continue between the bladder 


and the penis through the prostatic urethra. It seemed 
to recommence in the bladder.” 


The anatomic diagnosis was: 


“Melanoblastoma of the penile urethra with extensive 
metastases to the inguinal lymph nodes, to the mucosa 
of the urinary bladder, and to the submucosa of the 
adjacent ilium. Tumor perforation of the urinary blad- 
der with recent acute diffused suppurative peritonitis.” 


In 1939, H. E. Shih'5 reported a fourth case, 
in a 70-year-old Chinese who had been operated 
upon one year earlier. On admission there was 
a purplish-black, nontender mass involving the 
urethral meatus and extending into the urethra 
for 1 cm.; this was ulcerated on the surface and 
indurated. The regional nodes were not enlarged. 
Except for the color, the mass resembled a 
chancre and it was also thought that it might be 
a penile epithelioma. Biopsy showed melanoma. 
There were no pigmented lesions elsewhere on 
the body, and x-ray examination disclosed no 
lesion of the chest. Partial amputation of the 
penis was done and the diagnosis of melanoma 
was confirmed. The lymph nodes were irradiated 
postoperatively. Two years later this patient was 
well and free from recurrence or metastases. 
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The Prostate Gland.—We have found no rec- 
ord of a melanoma of the prostate gland except 
in cases of very diffuse metastases. 


CASE REPORT 


E. L., a 58-year-old white physician, was admitted 
to the hospital on November 2, 1944, complaining of 
hematuria, dysuria, and almost constant pain and 
tenderness in the right hip. The hematuria had started 
suddenly 8 months earlier, after sexual intercourse, and 
was accompanied by pain in the posterior urethra. 
Bleeding since then had been practically continuous. 

The past history was irrelevant except for the removal 
of a melanoma of the left deltoid region 5 years pre- 
viously. He had consulted several urologists and had 
been cystoscoped without reaching a diagnosis until 
one month before admission, when a biopsy was taken 
from the prostatic urethra. This showed a malignant 
melanoma, and because of this the patient was referred 
to the author for further operation. 

Physical examination was negative except for the 
following: moderate obesity; a large scar in the left 
deltoid region; enlargement of the prostate, rectally, 
to 1.5 times the normal size, with bogginess and great 
tenderness to palpation; enlargement of the globus minor 
of the left epididymis; pain and an area of tenderness 
in the right hip. The seminal vesicles were not enlarged. 
The blood pressure was 158/100. 

The blood findings were within normal limits except 
for 13,600 white cells per cu. mm. in the blood count. 
The electrocardiogram was essentially normal. The 
urine was too bloody for microscopic examination. 

Excretory urograms showed good function of both 
kidneys and disclosed no lesion of the upper urinary 
tract or bladder. Radiographic examination of the bony 
pelvis showed no evidence of osseous metastases. 

The preoperative diagnosis was “hypertrophy of the 
prostate gland due to probable metastatic melanoma.” 

On the sixth hospital day, under spinal anesthesia, 
a radical perineal prostatectomy, with removal of the 
seminal vesicles, was done by the author. The post- 
operative course was uneventful and the patient was 
discharged on the nineteenth postoperative day. 

Unfortunately, there was no chance to follow up 
this case as the patient died 2 months postoperatively 
of a heart attack. There had been no return of symp- 
toms pointing to a recurrence. 


The pathological report was as follows: 


Gross—The specimen is a small prostate measuring 
3 cm. in axial diameter, 4 in width, and 3 cm. antero- 
posteriorly. Attached to it is a seminal vesicle meas- 
uring 25 mm. in length, 15 in width and 9 in thickness, 
which is apparently filled with a black neoplastic tissue. 
The specimen weighs 25 grams. Sections taken stepwise 
through the entire organ show it to be dotted with 
small black spots of tumor tissue which are more con- 
centrated in the small masses of the prostatic urethra, 
where they are very prominent and measure several 
millimeters in diameter. They are soft and have the 
typical appearance of melanoma. 


Microscopic—The appearance of this prostate under 
the microscope is very unusual and interesting. There 
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is marked melanosis of the cells of the urethral glands 
and prostatic ducts, which is apparently a local pig- 
mentation of the resident epithelium by melanin. The 
source of this is found to be a large melanotic tumor 
which apparently arises in the floor of the urethra. It 
has the usual appearance of a malignant melanoma, 
being composed of totally irregular cells of all sizes and 
shapes, some pigmented and some not. Mitotic figures 
are not very numerous, which accords with the un- 
usually long history of the case. However, the cells 
make up in their very marked differentiation for any 
lack of mitotic activity and they show a marked ten- 
dency to infiltrate the surrounding tissue. Where the 
seminal vesicle joins the specimen, the tumor is in- 
vading its substance. It does not seem to be very deeply 
distributed in the prostate, but where small, rounded 
spots were found in the sectioned surface the microscope 
reveals circumscribed, rather fibrous nodules of malig- 
nant melanoma. 

The diagnosis is malignant melanoma metastasizing 
to the prostatic urethra and seminal vesicle. 


SUMMARY 


Our study of the subject of melanoma of the 
urinary tract and of the prostate gland indicates 
that lesions of this nature are very rare. This 
justifies us in making a report of such a case. 


The case which attracted our attention par- 
ticularly, and is presented here, was that of a 
58-year-old physician who developed symptoms 
of hematuria, dysuria, pain, and tenderness 5 
years after the removal of a melanotic growth 
on his shoulder. 


A review of the literature reveals that while, 
ordinarily, there is a prompt and rapid spread 
of this disease when it metastasizes, there are 
occasional cases, like this one, in which there is 
a long period of latency between the original 
operation and the appearance of metastases. 


It is regrettable that this patient died of a 
heart attack 2 months postoperatively, so that 
we have no means of knowing whether we ob- 
tained a cure in his case or not. 
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DISCUSSION (Abstract) 


Dr. Rudolph Bell, Thomasville, Ga.—In my first 
lessons in surgery I was taught to respect the pigmented 
mole. Cases were cited of advanced metastatic melanoma 
in various parts of the body which occurred secondarily 
to injudicious tampering with a pigmented mole. 

Little thought has been focused on melanoma of the 
genito-urinary tract other than the generalized melanoma, 
or the condition in its last stage. The female urethra 
appears to be the most common site of the genito- 
urinary tract for melanoma to occur. This, perhaps, 
may be explained by the fact that the pigmented mole 
often occurs about the skin adjacent to the urethra and 
its mucosa. It is easy to see why such lesions may fall 
in the dermatologic rather than the urologic field. 

Dr. Lowsley has brought to our attention an entity 
which is rare, yet melanomas do occur as primary lesions 
in some portions of the genito-urinary tract. 

The report of melanoma of the prostate gland is the 
first recorded case, except those cases of diffuse metas- 
tases. Usually metastases occur within six months to 
two years after a pigmented mole has been removed. 
In this case, however, a period of five years lapsed 
before the lesion was detected in another portion of the 
body. 

Certainly the perineal approach for surgery to the 
malignant prostate is the method of choice, unless the 
malignancy has metastasized or extended through the 
prostatic capsule. 


Dr. Elmer Belt, Los Angeles, Calif—tI should like to 
ask Dr. Lowsley a few questions. Does he regard this 
prostatic melanoma as a primary lesion? Are we justi- 
fied in regarding a lesion which has been recognized as 
a primary lesion in another part of the body as being 
primary again when it occurs once more in a part of 
the body distant from the original tumor even though 
a long period of time has elapsed before the recognition 
of the new lesion? In my own experience I can recall 
secondary lesions in carcinoma which arose long after 
the primary lesion had been removed. I remember 
seeing Dr. Cushing remove a metastatic lesion from the 
brain which was definitely identified as a metastasis 
from a tumor of the breast which had been primary 
twenty-five years previously. 

I have seen metastases from carcinoma of the prostate 
recur after a lapse of nine and ten years, *making it 
difficult to say that cancer of the prostate is ever cured. 
I have seen a melanoma also recur after a five-year 
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period without evidence of disease in the interval. I 
saw this patient at autopsy. There were many metas- 
tases. His history showed that a removal of a melanoma 
had occurred five years previously. 


I remember in my own practice a patient whose 
presenting complaint was the passage of black urine. 
He had had a melanoma removed from his forehead 
four years previously. At autopsy we found that he 
had a black velvet lining to his pericardium, a black 
velvet lining to his peritoneum, and a black lining 
throughout the whole length of the urinary tract. The 
sooty blackness of his urine was, of course, due to 
melanin. I should like to know whether Dr. Lowsley 
found any melanin in the urine of this patient he is 
reporting. I should also like to know whether, in Dr. 
Lowsley’s review of the literature, he has found 
melanomas occurring in Negroes. 


Now, with all of these questions, I should like to 
mention an interesting and somewhat humorous occur- 
rence, even though it was actually tragic, which hap- 
pened in California. You know we try to vie with those 
of vou from Florida in our orange industry. In doing 
this we go to great lengths to grow oranges where per- 
haps we should not try to grow them, in our frost 
bitten zones in California. To protect the investment, 
when. the frost comes, we heat the orange groves with 
oil heaters. While smudging was originally instituted to 
produce heat many of the farmers got the erroneous 
notion that the soot produced in heating the groves was 
desirable and gave additional protection to their orange 
trees against frost. These men deliberately made a 
carbon smudge while heating their groves. The Cali- 
fornia Institute of Technology and other California 
institutions tried to persuade the farmers that this was 
wrong thinking, but smudge continued to be produced 
until a law prohibiting more than a minimal amount 
of smoke for each heater was passed through the legis- 
lature. One winter, during the old style of smudging, 
a workman in an orange grove suddenly began to pass 
black urine. Nothing could persuade this man that his 
black urine was not caused by the smudge pots. He 
could see the soot in the discharges from his nose. His 
urine was black too. So he sought doctor after doctor 
until finally one agreed with him that his black urine 
was caused by the smudge in the orange groves. He 
and his doctor took the matter before the State Work- 
men’s’ Compensation Commission where the doctor’s 
statements were so forceful and convincing and the 
coincidence was so definite that the patient was given 
compensation. Nevertheless, the disease was, of course, 
due to a melanoma. 


Dr. Lowsley (closing).—I hope that I did not create 
the impression that I thought that this was a primary 
melanoma of the prostatic urethra. That was not my 
intention. The interesting thing about it was the length 
of time after the excision, and apparently complete 
excision of the original growth, which was five years. 
We have run across in the literature other cases, that 
have been even longer. One, I believe, was six and a 
half years after the removal of the original growth, but 
this was definitely a metastasis to my way of thinking 
from the original growth which was removed five years 
before from the patient’s shoulder. There was no melanin 
in his urine. 
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We have six hundred fifty thousand colored people 
in New York, and we have never found a case of 
melanoma in a colored person. 


There are two cases that stand out very clearly in 
my mind. When I was a student at Johns Hopkins, I 
saw a boy who lived within the shadow of Johns Hop- 
kins Medical School and Hospital. He had a melanoma 
on the back of his neck, and some bright citizen told 
him if he tied a piece of silk around this, that it would 
go away. Well, it did go away, but when he got into 
the outpatient department, we counted two hundred 
forty-six melanoma metastases under his skin and the 
Lord knows how many there were elsewhere, but we 
counted as many as that under his skin. 


The other interesting case that stands clearly in my 
mind was a young boy who worked in the Lexington 
Market which most of you know is one of the biggest 
markets for green goods anywhere in the world. This 
boy came to Johns Hopkins dispensary and a careful 
study elicited the fact that he had scurvy. He was where 
he could get any fresh blood he wanted by reaching 
out his hands; and further inquiry into his dietary habit 
revealed the fact that he lived practically on ham 
sandwiches. He developed scurvy in the Lexington 
Market. Those are two outstanding cases in my memory. 


THE MOST DETECTABLE INTERNAL 
CANCER* 


By Ricuarp H. OverHott, M.D.* 
Brookline, Massachusetts 


Early detection and cure rates should be 
higher for cancer of the lung than for cancer of 
any other internal organ. Small, silent cancers 
produce shadows detectable in survey films. 
Accurate labeling of lesions which cause abnor- 
mal shadows is possible. The excision of silent 
lung cancer is safe and effective if the malignant 
process is localized. 


Cancer Detection in Other Sites Requires that 
Physicians Examine Patient.—In order to obtain 
the first clue of possible cancer in any organ, 
except the lung, either symptomatic or asympto- 
matic, it is necessary to bring the patient and 
an examining physician together. The skilled 
eye or finger of the physician must find the 
lesion of the skin, oral cavity, breast, rectum or 
pelvis. These are the so-called accessible sites. 
For practical reasons, most cancer-detection 
clinics limit the search to those sites. Cancer of 


*Read in Section on General Practice, Southern Medical Associa- 
tion, Forty-Fourth Annual Meeting, St. Louis, Missouri, Nove: 
13-16, 1950. 

+From the Department of Surgery, Tufts College Medical School. 
Member of the Staff of the New England Deaconess Ho: ital, the 
New England Center Hospital, and the Cambridge Tuberculosis 
Sanatorium. 
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the gastro-intestinal or urinary tract requires 
special instrumentation, contrast media and spe- 
cial x-rays, and laboratory tests before any evi- 
dence of the existence of cancer can be obtained. 
The fact of the necessity of the doctor’s presence 
at the location of the screening imposes definite 
limitations on cancer detection from the stand- 
point of available personnel and the time con- 
sumed in the screening process. 


Technicians Do the Chest Screening.—Chests 
can be screened by a process of mass radiog- 
raphy without the presence of the physician. 


Fig. 1 
Survey film taken in December, 1949. Patient was asympto- 
matic and refused advice to have investigation of abnormality. 
Note abnormal area of density in the left mid-lung field. Mr. 
A. B., age 67, No. 7807. (See Fig. 2.) 


Fig. 2 
X-ray of chest of Mr. A. B., age 67 (same patient as in Fig. 1), 
taken on hospital admission one year later. At this time, symp- 
toms were present. 
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Technicians do all the work, and one unit can 
screen over 500 persons a day. Multiple units 
have covered the greater portion of the entire 
population of a major city within a few weeks. 
In hospital surveys, technicians take the films, 
and the screening process is less involved than 
that of almost any routine laboratory procedure. 

The valuable time of the physician need not 
be called upon until the photographic records 
have been assembled. Then, a radiologist or 
chest specialist can read over a hundred films 
an hour. In fact, for the time a physician spends 
with one patient to find a clue of cancer else- 
where, a hundred films could be processed in 
respect to a clue as to cancer of the lung. The 
negative films can be speedily read. In other 
screening processes for cancer, the negative case 
is often more time consuming than the positive 
one. 

Lung Cancer Detection Can Be a By-product 
of Tuberculosis Campaign. — The physician is 
having early lung cancer spotted for him 
automatically by another case-finding program. 
There are city, county and state programs in 


Fig. 3 
Surgical specimen showing epidermoid carcinoma, Grade II, 
with central necrosis and abscess. Note the extension of growth 
in lumen of upper-lobe bronchus. Lymphatic glands in medias- 
tinum both above and below the aorta were involved. The 
resection is expected to be but palliative. Mr. A. B., age 67, 
No. 7807. (See Figs. 1 and 2.) 
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progress to wipe out a communicable disease,shadows: those resulting from the density of 


tuberculosis. This process of searching out silent 
tuberculosis is uncovering silent cancer as a by- 
product. When any abnormality is noted, the 
personal physician of that individual is notified. 
The doctor is in the unique position of having 
his patient come to him for advice months or 
years ahead of the usual time at which he appeals 
for help. Before, the patient waited until after 
symptoms were severe enough to force the issue, 
and he often waited for home treatment to fail 
before he contacted the physician. 


Why Can a Survey Film Spot a Small Cancer? 
—The air within the expanded lung provides a 
natural medium for the detection of changes in 
density. Tumors growing in the periphery will 
cause a direct shadow. Lesions as small as 3 mm. 
in diameter will cast a detectable shadow in con- 
trast to the rarefied lung field. Should the tumor 
take origin in or near the hilum, a lesion of a 
few millimeters in diameter will occlude the 
lumen of a segmental or subsegmental bronchus, 
and the corresponding segment becomes airless 
and its density is increased. The secondary 
changes in segments or subsegments produce 
shadows many times the size of the growth itself. 
A unique situation exists, therefore, in respect 
to tumors of the lung. No matter where situated, 
small growths can be detected better here than 
in any other organ. The high rarefaction of the 
normal lung field provides great contrast of 


Fig. 4 
Survey film showing abnormal area of density in the left lung 
field in an asymptomatic patient. Exploration revealed epider- 
moid carcinoma, Grade II, with negative mediastinal glands. 
The pulmonary resection should prove to be curative. Mr. 
A. J. B., age 58, No. 7347. 


the tumor itself or those densities which repre- 
sent the secondary effects of the bronchial- 
obstructing tumor. 


The Cancer Potential in the Event of an 
Abnormal Shadow.—What is the cancer potential 
when abnormal shadows are found in the lung 
field by x-ray? This question cannot be an- 
swered precisely. In mass surveys, designed 
principally to find tuberculosis, the follow-up on 
tumor suspects has been incomplete so that the 
true incidence of neoplasm remains to be deter- 
mined. In ten city-wide surveys sponsored by 
the United States Public Health Service, 1,382 
tumor suspects were found in 1,780,178 examina- 
tions, according to Bloomquist.! This gave a 
yield of 80 per 100,000. The final breakdown, 
however, of the tumor suspects is not available. 
According to Hilbish,? in Minneapolis, Seattle 
and Washington, the yield of primary malig- 
nancy of all types in the lung was about 10 per 
100,000. In a recent report by Scamman* on the 
survey in Boston (the fall of 1949), 398 (75 per 
100,000) were read as tumor suspects out of 
536,012 satisfactory films. At the time of his 
report, 343 of these had been followed, and 85 
proved to have cancer, a rate of 15.8 per 100,000. 

The actual incidence of cancer among persons 
showing abnormal densities will be higher than 


Fig. 5 
Localized tumor which proved to be an epidermoid carcinoma. 
It caused a shadow which was found on survey. (See Fig. 4.) 
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those quoted, for there are probabilities of error 
in the interpretation of abnormal shadows, par- 
ticularly in upper lobe lesions, for cancer and 
tuberculosis may look alike. It is not uncommon 
to find cancer in patients sent to tuberculosis 
hospitals for treatment. Clark et alii* reported 
that 12 per cent of cases with an initial diagnosis 
of tuberculosis seen in one year at the Fitz- 
simmons General Hospital were found not to 


Fig. 6 
Survey film showing abnormal area of density in the left lung 
field in an asymptomatic school teacher. Exploration revealed 
a localized adenocarcinoma with all glands negative. Convales- 
cence following resection was uneventful. Total stay in hospital 
was 17 days. Miss H. P. C., age 66, No. 7195. (See Fig. 7.) 


Fig. 7 
Ten months after Teft curative-type pneumonectomy for pul- 
monary cancer found on exploration for silent shadow discovered 
in routine school survey. Miss H. P. C., age 66, No. 7195. 
(See Fig. 6.) 
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have tuberculosis, and some of these had cancer 
instead. 


Patients referred to thoracic surgeons with 
silent shadows show a higher incidence of actual 
malignancy than the suspect group reported in 
city-wide surveys. For example, Watson> at the 
Memorial Hospital in New York City, found 
that 40 per cent of the suspects explored proved 
to be malignant. Johnson, Clagett and Good® in 
a series of 53 such suspect cases, found 74 per 
cent to be malignant. In the Overholt Thoracic 
Clinic, 162 cases have been explored for silent 
lesions discovered first by survey and 58 (35 per 
cent) of these proved to be neoplastic. Of these, 
39 were malignant (Table 1). 


These experiences establish beyond doubt that 
a cancer of the lung can exist in its silent form, 
does produce an abnormal shadow, and that the 
shadow is detectable in a survey film. The fre- 
quency or yield of any given survey is not nearly 
so important as the fact that silent cancer of the 
lung does exist. Regardless of how high or low 
the potential is finally found to be, the risk of 
the penalty of death for the mismanaged case is 
100 per cent. 


Proper Labeling of Shadows.—Much can be 
decided by a competent radiologist or chest spe- 
cialist as to the steps necessary to identify 
shadow-producing lesions properly. When it be- 
comes a question of deciding between tuber- 
culosis or a possible tumor, one is not justified 
in delaying for long periods of observation. The 
study must be geared to meet the demands of 
the cancer potential. The clinician must be con- 
tent with smears of sputum, bronchial washings 
or gastric aspirations. Guinea-pig inoculations 
or cultures cause tragic delays. Serial x-rays at 
time intervals in order to wait for x-ray evidence 
of enlargement of the shadow are wholly un- 


SURVEY LESIONS IN THE OVERHOLT THORACIC CLINIC 
1938 TO JUNE, 1950 
Total Patients Seen 7,504 


Survey lesions 393 
Resected or explored 162 
Tuberculosis 59 
Tumors 58 
Malignant 39 
28 
Others 17 
Table 1 
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warranted whenever cancer is a possibility. For 
the same reason, delays for repetitious broncho- 
scopic or cytologic examinations are unfair to 
the patient. Any loss of time in the event of 
cancer increases the likelihood of lymphatic 
spread, and this may represent the difference 
between life and death. 

When supplementary studies fail to come up 
with a satisfactory explanation for an abnormal 
shadow within the lung in a person of cancer 
age, its presence must be considered. Negative 
bronchoscopic or cytologic studies are not evi- 
dence against the existence of cancer. The high- 
est court of appeal is the surgical amphitheater. 
There, the lung can be exposed and the diagnosis 
settled by frozen section. Depending upon the 
situation of the shadow-producing lesion, the 
surgeon has a number of possible methods of 
obtaining tissue without sacrificing normal lung 
tissue. 


(1) A direct biopsy of the tumor itself may 
be possible if it extends to the surface of the 
lung at any one point. 

(2) A wedge resection may be done if the 
lesion is small and near the surface. 

(3) Bronchotomy is done with exposure of 
the tumor and direct biopsy if situated in a 
major bronchus and not previously accessible for 
biopsy bronchoscopically. 

(4) Biopsy of suspicious lymph nodes. 

(5) Segmental resection of that part of the 


Fig. 8 
Survey film showing abnormal area of density in right lower 
lung field. The patient had no symptoms. Upon exploration, a 
localized adenocarcinoma was found. The patient’s life was saved 


by early discovery and prompt treatment. Mr. R 


A., age 63, 
No. 7670. ” 
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pulmonary tobe bearing the tumor. This is appli- 
cable to any one of the 18 individual segments 
and to some subsegments. In this way, normal 
lung tissue need not be sacrificed in order to 
establish an absolute diagnosis. 


After the diagnosis has been established with 
certainty, the most appropriate pulmonary re- 
section can immediately be carried out. If func- 
tion of the contralateral lung has not been altered 
by previous disease, the removal of the cancer- 
bearing lung, with as complete a resection of 
mediastinal lymph nodes as possible, should be 
done. The infracarinal group of lymph nodes 
can be removed, together with all nodes above 
and below the hilum on the side of the lesion. 
The size of the primary growth gives no indica- 
tion of the number and location of mediastinal 
nodes that may be involved. The best cancer 
operation, here as elsewhere, must include as 
many of the regional lymphatics as possible. 
For those few patients with a low pulmonary 
reserve, the surgeon must weigh the risks of a 
less complete operation against the risk of crit- 
ically lowering pulmonary capacity. A lobectomy 
or a segmental resection may then give greater 
promise of prolonging life. 


Fig. 9 
Surgical specimen showing a localized silent adenocarcinoma. 
Mr. R. A., age 63, No. 7670. (See Fig. 8.) 
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Salvage Yields ——There is a void in the litera- 
ture on five-year survivals after treatment for 
silent cancer of the lung. The majority of cases 
have come under observation recently. Operative 
findings are available, however, and a far more 
favorable type of case for possible cure has been 
found as compared to the group which had 
symptoms. For example, in our experience, all 
cases of silent lung cancer treated promptly were 
found to be resectable and all survived operation. 
This is in great contrast to the fate of patients 
who came under observation after the develop- 
ment of symptoms. Then, there has been only a 
30 per cent chance of finding a resectable lesion 
(Table 2). It has also been encouraging to find 
a higher percentage of localized lesions in pa- 
tients with silent cancer treated promptly. Over- 
holt and Schmidt’ reported that when dealing 
with patients who had had symptoms, 89 per 
cent of all the cases had lymphatic spread some- 
where when they were treated. In the asymp- 
tomatic cases treated promptly, however, only 
25 per cent of the cases were found to show 
evidence of an extension beyond the original site. 


The contrast, therefore, in the chances for 
survival of the patient who waits for symptoms 
and the one in whom the lesion is discovered at 
some time antedating the development of symp- 
toms is striking. A theoretical cure rate might 
be worked out on the basis of operative findings 
in order to get some indication as to the possible 
benefits of surgery if silent cancer is treated 
promptly. The actual cure rate for the symp- 
tomatic group was 11 per cent after five years, 
and the theoretical cure rate for the asympto- 
matic individuals would appear to be 75 per cent. 
Also, some patients of the 25 per cent showing 
involvement of the lymph nodes may be saved 


THE TIME FACTOR IN RELATION TO THEORETICAL 


CURE RATE* 
Per Cent of 
Per Cent Localized or 
Time of Excision Resectable Favorable Lesions 
After appearance of symptoms... 30 11 
(average 10 months) 
No symptoms, yet delayed surgery... 55 44 
(more than 3 months) 
No symptoms, with prompt surgery...100 75 


(under 3 months) 


*Based on an analysis of 863 cases of primary cancer of the 
lung seen by author between 1932 and 1950. 


Table 2 
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because it was technically possible to resect all 
of them. It has been previously reported’ that 
20 per cent of the so-called palliative cases 
treated by pneumonectomy and mediastinal node 
resection, in our experience, survived five years. 

Another factor which may improve upon re- 
sults in the future will be the annual screening 
of all subjects. A cancer may exist in the silent 
phase for several years. If the first x-ray that 
a person has ever had in his life shows an ab- 
normal density due to a slowly growing cancer, 
it is reasonable to assume that an annual exami- 
nation of that individual after he approaches the 
cancer age will increase the likelihood of detect- 
ing a curable lesion. Persons, therefore, who are 
to be the cancer victims of the future may have 
their lesions spotted one, two or three years 
ahead of what has been possible by a single 
survey examination. 


SUMMARY 


(1) Lungs can be screened more readily on a 
mass-production basis than any other organ be- 
cause the subject does not have to be seen by the 
physician. 

(2) Small cancers of a few millimeters in 
diameter produce detectable shadows in survey 
films. 


(3) The cancer potential of “suspect” shadows 
runs between 25 (Boston Survey) and 35 per 
cent (Surgical Clinic). 

(4) Negative bronchoscopic or cytologic ex- 
aminations should not be used as evidence of the 
nonexistence of cancer. 


(5) Exploratory thoracotomy is necessary to 
establish a precise diagnosis in many cases. 


(6) When silent lung cancer is_ treated 
promptly, the chances of finding a localized le- 
sion have risen to 75 per cent, and every case 
has been operable. 


(7) Cure rates for primary cancer of the lung 
should be the highest of all rates of internal 
cancer. 
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DISCUSSION (Abstract) 


Dr. David H. Waterman, Knoxville, Tenn —Cancer of 
the lung is a common disease. Should you have any 
doubt, look over your program and see that more papers 
at this meeting of the Southern Medical Association are 
devoted to cancer of the lung than to any other malig- 
nancy. We hear repeatedly, in fact, that it is now the 
most common cancer of all. Dr. Evarts Graham, in a 
paper read earlier before this Association, pointed out 
that in England and Wales a recent survey has shown 
that the incidence of bronchogenic carcinoma has in- 
creased fifteen-fold. Probably we cannot be any more 
proud of our figures in this country. Whether the 
increase is apparent or real, of course, is outside of the 
scope of this particular presentation. The important 
point for us to realize is that cancer of the lung is a 
highly detectable lesion. 

I should like to call attention very briefly to several 
of the points that Dr. Overholt has mentioned. One 
is the importance of surveying by x-ray all hospital 
admissions, certainly an excellent way to uncover more 
of these cancers. Of equal importance are the surveys 
being made by each general practitioner who x-rays 
every patient coming into his office. By these two 
methods we shall find a large number of these abnormal 
and many times silent shadows, and be in a position to 
institute definitive therapy in its effective period. 

As an illustration of Dr. Overholt’s main point, let 
me cite the case of a twenty-nine-year-old man whose 
survéy x-ray showed a 2 cm. round shadow in the left 
hilus. Unfortunately, this was interpreted as innocuous. 
A year later the patient was referred to us with symp- 
toms typical of bronchogenic carcinoma. The hilar mass 
had quadrupled in size. Bronchoscopy confirmed the 
diagnosis, but exploration revealed extensive mediastinal 
invasion precluding pneumonectomy. Disregard of a 
clear x-ray warning cost this man his life. 

The next case in point is that of a forty-two-year-old 
coal miner who was injured in a slate fall. On his ad- 
mission to the hospital a silent round lesion 4 cm. in 
diameter was found in the apex of the left lower lobe. 
This man refused pneumonectomy, but consented to 
local excision; hence a segmental lobectomy was per- 
formed. Although the lesion was highly malignant the 
man is still alive two and one-half years later, with no 
sign of recurrence. Apparently we were fortunate 
enough to remove this tumor before metastasis had 
occurred. 


A third case is that of a fifty-year-old farmer who 
was sent to the state clinic for x-ray. A right hilar 
pneumonia was noted and bronchoscopy recommended. 
Although no tumor was seen at bronchoscopy and rapid 
clearing resulted, exploratory thoracotomy was felt to 
be the most conservative course. Pneumonectomy was 
performed for a small early carcinoma just beyond the 
point of endoscopic visualization. 


I think two of the greatest enemies of the accurate 
diagnosis of carcinoma of the lung are cough syrup and 
antibiotics, particularly penicillin. Frequently they 
mask symptoms and delay diagnosis. Another pitfall 
we should avoid is the indiscriminate use of the term 
“virus pneumonia.” In a recent informal address Dr. 
Graham said he could not understand why physicians 
frequently made a diagnosis of virus pneumonia, a rare 
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disease, instead of a diagnosis of cancer of the lung, 
a common disease. The average pneumonia, especially 
an atypical one, clears rather promptly. Any pneu- 
monia that does not respond satisfactorily should sug- 
gest an underlying carcinoma. 


I should like to report the case of a thirty-year-old 
school teacher whose condition had been diagnosed as 
virus pneumonia. She was treated with adequate anti- 
biotics, but still showed residual disease on x-ray. Re- 
peated courses of antibiotics were given, and several 
months elapsed before she was referred for further 
investigation. A lateral x-ray on admission showed the 
wedge-shaped area which Dr. Overholt emphasized will 
occur with a block-producing small tumor. Bronchos- 
copy yielded a positive biopsy. Pneumonectomy was 
successfully performed, no mediastinal metastasis being 
found in spite of the unfortunate delay. 

This case vividly illustrates the value of a lateral 
x-ray, as does that of a fifty-year-old salesman whose 
posterior-anterior x-ray was read as “healthy chest,” 
a deplorable term, by the way. A lateral film, however, 
revealed a wedge-shaped density in the right lower lobe 
that proved to be caused by carcinoma. 

The last case is that of a fifty-two-year-old man who 
was picked up by an astute diagnosis on the part of a 
general practitioner, who saw an elevated left diaphragm. 
Bronchoscopy was requested, a positive biopsy obtained, 
and left pneumonectomy performed. Six years later 
routine check-up x-ray showed a round silent lesion 
in the remaining right lung. Tumor was suspected, and 
segmental resection performed. On microscopic section, 
squamous cell carcinoma identical histologically with the 
original tumor was found. We were of the opinion that 
the second tumor was an isolated metastasis from the 
first. This man is still active two years after the second 
operation, and owes his life to his family physician’s 
diagnostic ability. 

In conclusion I re-emphasize what Dr. Overholt has 
graphically pointed out, namely: that surveys enable us 
to make a diagnosis of bronchogenic carcinoma much 
more readily and with greater frequency than has been 
possible in the past. 


FAT EMBOLISM* 
A REPORT OF SIX CASES 


By R. Brvertey Ray, M.D., F.A.C.S. 
Memphis, Tennessee 


INTRODUCTION 


Since as early as the seventeenth century, 
pathologists have been interested in the abnor- 
malities produced in experimental animals by the 
injection of milk and other fatty substances into 
the blood stream. However, the condition known 
as fat embolism was considered relatively a medi- 


*Read in Section on Orthopedic and Traumatic Surgery, Southern 
Medical Association, Forty-Fourth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1950. 


‘ 
ry 
‘ 
be 
=. 
asi 
4 
‘ 
e 
‘ 


cal curiosity until Warthin,' in 1913, recorded 
the essential clinical and pathologic features of 
this phenomenon in his excellent monograph on 
the subject. In recent years the clinical syndrome 
produced by the appearance of free fat in the 
blood stream has been of increasing interest to 
clinicians, particularly those involved in the prac- 
tice of orthopedic and traumatic surgery. Be- 
cause the condition is frequently not diagnosed, 
and since it is not 100 per cent fatal, as was once 
thought, it is the purpose of this paper to call 
the subject to attention and to present six con- 
secutive cases in which there were no fatalities. 


PHYSIOLOGY AND PATHOLOGY 


Normally fat appears in the blood stream in 
several constituents, namely: phospholipid, free 
cholesterol, cholesterol ester, and neutral fat. 
Neutral fat in the plasma can be demonstrated 
by the observance of centrifuged whole blood 
following a fatty meal. The cloudy appear- 
ance of the plasma is due to the presence of 
multiple minute fat particles known as chylo- 
’ microns. These chylomicrons are less than one 
micron in diameter and can even be seen under 
high power microscopy using darkfield illumina- 
tion. When fat emboli are present, the lipoid 
particles are much larger and may measure as 
much as 4 to 20 microns in diameter. The exact 
origin of these emboli has long been a matter 
of much conjecture. Warthin, in his original 
paper, felt that at the time of injury or fracture, 
free fat globules from the bone mar- 
row entered the open venous sinuses 
in the bone or adjacent soft tissue, 
thereby gaining access to the general 
circulation. This view was generally 
accepted until Lehman was able to 
show experimentally that the amount 
of fat deposited in the lungs and soft 
tissue in cases of fat embolism defi- 
nitely exceeded the total fat content 
of the injured bone. From these ex- 
periments he concluded that there 
must certainly be a change in the 
character of the circulating emulsi- 
fied fat in the blood stream since the 
fat is thrown out of its emulsified 
state and appears in the blood stream 
as free fatty emboli. Shields Warren,” 
in reviewing one hundred consecutive 
cases of fat embolism in the files of 
the Army Institute of Pathology, did 
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not feel that the experimental work of Lehman 
and Moore’ could be correlated with clinical ex- 
perience. In three of the one hundred cases 
studied, Warren was able to show that the fat in 
the pulmonary vessels was accompanied by frag- 
ments of bone marrow, which finding caused 
him to conclude that: 


“Fat embolism is not due to aggregation of circulating 
fat, but to quantities of fat set free from the bodily 
deposits or rarely to fats introduced from without the 
body.” 


CLINICAL PICTURE 


Since the fat emboli become deposited in all 
parts of the body, including the heart, lungs, 
brain, liver, spleen, and even skeletal muscle, it 
can be seen that it would be very difficult to 
correlate specific symptoms with specific locali- 
zation of emboli in the vascular bed (Figs. 1 
and 2). The clinical symptoms and signs are 
largely due to the localization of emboli in 
the lungs, kidneys, brain, and skin. The clin- 
ical picture is characterized by the onset of 
mental changes, chiefly apprehension, coming on 
some six to thirty-six hours following injury. 
In the classical case, this feeling of apprehension 
progresses rapidly through the disorders of rest- 
lessness, delirium, and in severe cases, into a 
state of deep coma. There may be periods of 
unconsciousness alternating with lucid intervals. 
However, this is not common and usually rep- 
resents the repetition of a shower of emboli. 
In our cases the temperature was usually ele- 


Fig. 1 


Microscopic section of lung from autopsied case. (Courtesy of Dr. Merlin L. 
Trumbull, Baptist Memoria! Hospital, Memphis, Tennessee.) The accumulations 
of fatty deposit in the lung are to be noted as clear vacuolated spaces. 
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vated whereas the blood pressure and pulse 
remained normal. The temperature elevation 
may be due to deposition of fat emboli in the 
central nervous system or it may be due to pul- 
monary edema and inflammation secondary to 
the deposition of emboli in the lungs. The patient 
may experience difficulty in breathing and show 
signs of pulmonary congestion with rales in the 
chest. In the early fatal cases a rapid pulse with 
a falling blood pressure may be the predominant 
picture. The earliest constant clinical sign is the 
appearance of petechial hemorrhages on the trunk 
and especially about the base of the neck, the 
chest, and the abdomen. It has been postulated 
that the petechial hemorrhages are due to break- 
down of the fatty deposits by the tissue enzyme, 
lipase, into fatty acids which erode the capillary 
or arteriolar wall causing the local petechial hem- 
orrhages. Lipase has been demonstrated histo- 
chemically in the alveolar septa of the lung and 
it has been shown experimentally that fatty acids, 
even in minute quantity, can cause severe pul- 
monary irritation. If this clinical picture is kept 
in mind by those of us who are treating the 
injured patient, it is felt that the diagnosis will 
be made more often. 


Certain laboratory tests are of aid in sub- 
stantiating the clinical diagnosis. Free fat can 
be demonstrated rapidly in the macrophages of 
the sputum. In the absence of the use of oily 
nose drops or nasal sprays this test is felt to be 
most reliable. Free fat can also be demonstrated 
in the urine simply by centrifuging the urine, 
decanting off the supernatant layer and studying 


Fig. 2 


Microscopic section of kidney from autopsied case. (Courtesy of Dr. Merlin L. 
Trumbull, Baptist Memorial Hospital, Memphis, Tennessee.) The fatty deposits 


in the glomeruli are seen as clear vacuolated spaces. 
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the material obtained with fat stains. Roent- 
genograms of the chest are usually of little or 
no help. Examination of the blood for fat has 
been tried, but in our hands has been of little 
value. Warren concurs in this opinion. These 
laboratory findings may be expected to be posi- 
tive within twelve to thirty-six hours after in- 
jury, or after the onset of cerebral symptoms. 
We have been able to demonstrate the presence 
of free fat in the urine or in the macrophages 
of the sputum in this series of cases only within 
the first twenty-four hours after the appearance 
of petechiae in the skin and mucous membranes. 
The diagnostic criteria mentioned have been met 
by the six cases which form the basis of this 
presentation. In the differential diagnosis, head 
injury, posttraumatic shock, drug idiosyncrasies, 
diabetic coma, oversedation, and other causes of 
loss of consciousness and delirium must be con- 
sidered. 


TREATMENT 


When the diagnosis of fat embolism has been 
made clinically and preferably substantiated 
by the diagnostic laboratory criteria mentioned 
above, the treatment resolves itself largely into 
that of a supportive nature. The adherence to 
good sound physiologic and surgical principles 
is of utmost importance. The immediate and 
primary treatment should consist both of correct 
splinting of injured parts and proper care in 
the handling and transportation of injured in- 
dividuals. This, of course, is treatment by pre- 
vention of jostling or rough handling of the 
injured part. Because of cerebral 
edema and pulmonary edema, oxygen 
is a primary requisite of therapy. 
Likewise, the maintenance of proper 
hydration and fluid balance is most 
important. Harman and Ragaz* have 
shown experimentally that the mor- 
tality rate in experimental animals is 
markedly increased in the dehydrated 
patient. They have also shown ex- 
perimentally that intensive oxygen 
therapy will prevent death and also 
increase the incidence of hepatic 
necrosis in the experimental animal. 
Of course, the maintenance of blood 
pressure and the prevention of shock 
by the use of blood transfusions, 
plasma or intravenous fluids cannot 
be neglected. Caffeine sodium ben- 
zoate as a stimulant and nicotinic acid 
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as a vasodilator have also been used as adjuncts 
in the supportive treatment. There is no known 
specific treatment for fat embolism. Recently 
Monson and Dennis* at the University of Min- 
nesota have shown experimentally that choline 
chloride has been of value in the management of 
experimentally produced fatty embolism in dogs. 
They say that they have used this drug with 
apparently striking results in clinical cases of fat 
embolism but the details of this treatment as yet 
are to be reported by them. The author has had 
no experience with this form of treatment. 


Newman,° a British author, recommends liga-. 


tion of the femoral vein in order to prevent a 
second shower of emboli following the initial 
appearance of fat embolism in an individual with 
an injured lower extremity. It is my opinion that 
this thesis is subject to question since the fat 
emboli are small, and since the collateral circula- 
tion from the lower extremity is great. In none 
of our cases have we resorted to surgical treat- 
ment. The foregoing principles of treatment have 
been followed in all of our cases and will not be 
described in detail in each case report. 


In both civilian injuries and wartime casual- 
ties, the mortality rate from proven cases of fatty 
embolism is extremely high with most estimates 
ranging in the neighborhood of 75 to 90 per cent 
mortality. It is our opinion that many cases go 
undiagnosed, and in the mild forms unnoticed. 
Therefore, the mortality figures represent only 
the serious cases and are very high. If further 
attention is drawn to the clinical picture, we feel 
that more cases will be recognized and that the 
recorded high mortality rate will be found to be 
much lower. 


The following cases which will be briefly pre- 
sented have been consecutive in our private prac- 
tice. There have been no fatalities. One case 
occurred following the insertion of an intra- 
medullary nail in the treatment of a fractured 
femur. So far as is known to the author, this 
is the only reported case of such a complication 
following intramedullary nailing. 


CASE REPORTS 


Case 1—Mr. G. D. H., a 48-year-old white man, was 
admitted to the Baptist Memorial Hospital on July 21, 
1947, approximately two hours, after the mule-drawn 
wagon, which he was driving, had been struck by an 
automobile. The mule was killed and came to rest on 
top of the patient, who incurred an extensive laceration 
of the entire posterolateral aspect of his left leg and 
popliteal space, with an extensive compound com- 
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minuted fracture of his tibia and fibula. On arrival 
at the hospital he was in shock with a blood pressure 
of 54/34, and his general condition was poor. He had 
a laceration in the right temporal region, but there was 
no evidence of brain injury and the patient was con- 
scious. Following treatment of his shock and measures 
to prevent infection, an extensive debridement and open 
reduction of the fracture were done, and a long leg cast 
was applied. The patient responded from the anesthesia 
and was conscious and in good general condition for 
twenty-four hours, when suddenly, he became markedly 
restless and within a matter of three to four hours 
became rapidly comatose and unresponsive to anything 
except painful stimuli. Because of some irregularity in 
his pupils, the differential diagnosis was between fat 
embolism and subdural hematoma. Bilateral cranial 
trephines were done with no evidence of intracranial 
abnormality being noted. At this time, multiple petechiae 
were seen over the chest, abdomen and upper thighs. 
Free fat droplets were found in the urine and in the 
macrophages of the sputum. The patient was uncon- 
scious for forty-eight hours, and after regaining con- 
sciousness was completely normal except for an in- 
coordination in the use of his right arm, which persisted 
for about one month. The remainder of his course is 
irrelevant to this discussion. 


Case 2—Mrs. G. H., a 65-year-old white woman, was 
admitted to the Baptist Memorial Hospital on Septem- 
ber 27, 1948, about one hour after she had incurred a 
simple transverse fracture of the middle third of her 
right femur in an automobile accident. She was con- 
scious on arrival at the hospital and her general condition 
was good. A Thomas splint with traction was applied 
immediately. On the following day, an open reduction 
of the fractured femur was done. The interposing muscle 
tissue was removed, the fracture reduced without diffi- 
culty and fixed by means of a Kuntschner intramedullary 
nail (Fig. 3). The nailing was done rapidly and with 
ease and no postoperative immobilization was employed. 
She regained consciousness following the anesthetic, but 
during the night became drowsy and unresponsive. Within 
twelve hours following operation, it was noted that she 
had multiple petechial hemorrhages over the chest, 
shoulders and abdomen. At this time free fat droplets 
were found in the urine and free fat was noted in the 
macrophages of the sputum. The patient was uncon- 
scious for approximately forty-eight hours, following 
which she responded readily and had no further diffi- 
culty from this complication. The remainder of her 
course is superfluous to this presentation. 


Case 3—Mr. W. C., a 30-year-old white man, was 
admitted to the St. Joseph Hospital on November 28, 
1949, approximately one hour following injury in an 
automobile accident near the city limits. He was con- 
scious and in good condition on admission to the hos- 
pital. His injury consisted of a simple fracture of his 
right tibia and fibula in the lower third. The fracture 
was reduced under a five-minute pentothal® sodium an- 
esthesia and a long leg cast applied. Two days following 
injury, he had a temperature elevation to 102.6,° and 
complained of chest pain and hemoptysis. At this time, 
he was noted to have petechiae over the entire torso and 
the proximal portion of his upper and lower extremities. 
He had a headache, but was not unconscious. Free fat 
was found in his sputum and also in the urine. The 
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patient made an uneventiul recovery without further 
complication. 


Case 4—Mr. E. T., a 51-year-old white man was 
admitted to the Baptist Memorial Hospital on March 
19, 1950, about one hour after being injured in an 
automobile collision. His injuries consisted of severe 
lacerations of both knees, a contusion of the chest, and 
a simple fracture-dislocation of the left talus. He was 
conscious on arrival at the hospital and showed no 
evidence of intracranial injury. Under pentothal® sodium 
the lacerations of both knee joints were debrided thor- 
oughly and closed. An attempt was made at manipula- 
tive reduction of the fracture-dislocation of the talus, 
but no improvement in position could be obtained. 
The patient stood the procedure well, was conscious 
before leaving the operating room, and returned to his 
room in good condition. Eight hours after injury, he 
became mentally confused, semicomatose, amnesic of 
the events of the preceding night, and unable to talk. 
He could respond to questions by nodding his head, but 
otherwise was unresponsive and mentally confused. At 
this time there were no localizing signs of intracranial 
injury and a few scattered petechiae were noted over 
the base of the neck and the anterior portion of the 
chest. The patient was seen by neurosurgical and 
thoracic surgical consultants who concurred in the 
diagnosis of fat embolism. Laboratory examination of 
the sputum and urine showed the presence of free fat 
droplets. Within twelve hours after the onset of cerebral 
symptoms, the patient was conscious and apparently 
normal except for the injuries mentioned above. On the 
next day an open reduction of the fracture-dislocation 
of the talus was accomplished under spinal anesthesia 
without difficulty (Fig. 4). The patient made an un- 
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eventful recovery from his episode of fat embolism and 
is still under treatment because of the development of an 
aseptic necrosis in the posterior fragment of the talus. 


Case 5.—Mr. G. C., a 25-year-old white truck driver, 
was injured at 7:00 a.m. on March 11, 1950, incurring 
a simple fracture of the middle third of the left humerus 
with an extensive compound, comminuted fracture in- 
volving the distal end of the left humerus and the 
proximal end of the left ulna. There was a compound 
fracture of the left femur in the middle third and a 
simple fracture of both patellae. The patient’s blood 
pressure was 65/30 on admission to the hospital, but 
he was conscious and showed no signs of head injury. 
The compound wounds were debrided and washed out 
under local anesthesia and all fractures were splinted 
immediately. No attempt was made at extensive debride- 
ment or definitive treatment of the fractures at this 
time. The patient did quite well. His blood pressure 
stabilized rapidly at 110/70 and he remained in good 
condition until eighteen hours after injury when he 
became very apprehensive, mentally confused, and 
rapidly went into an extremely irritated coma with 
cyanosis and a rapid pulse, but no change in blood 
pressure. The patient was seen by neurosurgical and 
thoracic surgical consultants who found no evidence of 
cardiac or intracranial injury. Eight hours later the 
patient exhibited petechial hemorrhages on the lips, neck, 
chest wall, and upper abdomen. At this time laboratory 
examination of the urine and sputum was positive for 
free fat. This patient was in a wild delirium for nine 
days during which period he was unconscious. He 
gradually regained consciousness and eleven days follow- 
ing the onset of coma he was fully responsive and had a 
complete retrograde amnesia for all events up to and 


Fig. 3 


Roentgenograms of Case 2. A 65-year-old white woman with simple fracture, middle third, right femur, showing preoperative 
appearance and appearance after open reduction and internal fixation with intramedullary nail. 
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including the accident. The remainder of his course is 
irrelevant to this discussion. 


Case 6—Mr. G. B. L., a 64-year-old white man, was 
admitted to the Baptist Memorial Hospital about three 
hours after he had been run over by an automobile 
about 120 miles from Memphis. He was picked up by 
ambulance and seen by his local physician who evaluated 
the situation in the ambulance and referred him to 
Memphis in the ambulance with only necessary emer- 
gency medication for the relief of pain. The fractures 
were not splinted. On admission to the hospital the 
patient’s general condition was good. He was conscious 
and not in shock. He had a severely comminuted frac- 
ture of the pelvis, a simple transverse fracture of the 
middle third of the right femur and a simple comminuted 
fracture of the left femur. Catheterized urine was clear 
and there was no evidence of urinary tract injury. 
Bilateral Thomas splints with traction were applied and 
the patient was admitted to the hospital. Forty-eight 
hours after injury, the patient became very apprehensive, 
and three days aiter injury, he was extremely drowsy 
and complained of severe headache. At this time he had 
multiple petechial hemorrhages over the chest, abdomen, 
shoulders, and palpebral conjunctivae. The patient was 
then seen by neurosurgical consultants who found no 
evidence of intracranial injury, and the diagnosis of fat 
embolism was concurred in. Free fat globules were 
found in the urine and sputum. He developed a bi- 
laterally positive Hoffman sign and a bilaterally positive 
Babinski sign, but exhibited no clonus. He remained 
semicomatose and mentally confused for eight days 
following which time, the cerebral symptoms rapidly 
cleared up. He became more lucid and rational and 
the abnormal neurologic signs disappeared. Thirteen 
days after injury, the fractures of the femur were re- 
duced and a body cast was applied under pentothal® 
sodium. The patient stood this procedure well and the 
further course was uneventful. 


DISCUSSION 


In reviewing these six cases it will be noted 
that all of the patients suffered injury to either 
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the pelvis or lower extremities. In only one 
patient was there an injury to the upper ex- 
tremity, and in one patient (Case 4) the fracture 
was confined to a short bone of the foot, namely: 
the talus. All of the diagnostic criteria men- 
tioned earlier in this paper were met in each of 
these cases. All the patients were seen in con- 
sultation by either a neurosurgeon, thoracic sur- 
geon, or an internist who concurred in the diag- 
nosis. Although this series of cases is much too 
short for any definite conclusions, it is interesting 
to note the time elements of onset and duration 
of symptoms. The earliest onset of symptoms of 
fat embolism was eight hours after injury (Case 
4) and the latest onset was forty-eight hours 
after injury (Cases 3 and 4). The shortest dura- 
tion of symptoms was twelve hours in Case 3. 
This patient had only headache, hemoptysis, 
apprehension and chest pain. The longest dura- 
tion of symptoms was eleven days in Case 5, a 
patient who was wildly delirious for ten full days 
and semicomatose for an additional day after 
symptoms began to subside. In no case could 
free fat be found in the sputum or in the urine 
later than twenty-four hours following the onset 
of cerebral symptoms and the appearance of 
petechiae. The principles of supportive treat- 
ment, namely: proper splinting, nasal oxygen and 
maintenance of proper fluid balance were followed 
in all of these cases. 


CONCLUSIONS 


The physiology, pathology, diagnosis, and 
treatment of the condition known as fat embolism 
have been briefly discussed. ; 


Fig. 4 


Roentgenograms of Case 4. A 51-year-old white man with fractured neck of the talus and subtalar dislocation, showing 
preoperative appearance of the fragments and appearance after open reduction and internal fixation with one vitallium screw. 
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Six consecutive cases of proven fat embolism 
with recovery in each case have been presented. 
A case of fat embolism following intramedullary 
nailing of a simple fracture of the femur has been 
presented. 


It is the opinion of the author that the in- 
cidence of fat embolism is much higher than 
recorded statistics would indicate. It is felt that 
a more acute awareness of this condition on the 
part of orthopedic and traumatic surgeons will 
result in the recognition of an increasing number 
of cases. 
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DISCUSSION (Abstract) 


Dr. George E. Roulhac, St. Louis, Mo—Being a 
neurosurgeon, I feel like a fish out of water among 
orthopedists. 

In going through the literature, I find that practically 
nothing is known about a condition which, I am sure, 
occurs with much greater frequency than we suspect. 
In the past we have all been too prone to assume that 
this condition rarely occurs, and when it does occur, it 
is fatal. 


If we are on the alert we may, by careful handling, 
prevent in large measure the more severe cases of fat 
embolism. 

There is a broad field for research into the etiology 
of iat embolism and the possible means of combating 
it therapeutically. Thus far, two methods of treatment 
have been proposed, and they are still in the experi- 
mental stage. They have been mentioned by Dr. Ray: 
the use of choline chloride as proposed by the Minne- 
sota group, and ligation of the femoral vein. Whether 
or not these methods will prove to be of value, we do 
not know as yet. 

Since fat embolism frequently involves the central 
hervous system, it can prove to be a difficult diagnostic 
problem for the neurosurgeon. Often the symptoms are 
indistinguishable from those of subdural hematoma, and 
for that reason, we not infrequently are forced to per- 
form exploratory trephine openings. In general, how- 
ever, the signs of fat embolism are those of a diffuse 
central nervous system involvement in a patient with 
other extensive skeletal injuries and should, therefore, 
make us suspicious of embolic phenomena. 


I sincerely hope that Dr. Ray’s excellent presentation 
will prove to be a stimulus to many of you to learn 
just how frequently fat embolism does occur, and to 
develop some type of active therapy. 
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Dr. James Albert Brown, Houston, Tex—I also am 
a neurosurgeon. 


I had the opportunity of seeing, I think, six cases 
over the course of fifteen months during the war at 
Pensacola Naval Hospital; chiefly in aeroplane injuries. 
Of these six, as I recall, four died. One of them was 
from an abdominal wound. 

In autopsies in all of these cases, I was struck by 
the fact that there was free liquefied fat in the region 
of the fractures and, in the case of the abdominal 
wound, in the area of the wound. 

In Dr. Ray’s series, I was struck by the fact that 
most of these cases were either compound fractures or 
had some sort of open operation. I am wondering if 
that was effective in the recovery of the patients. 

There was so much free fat in those that I saw at 
autopsy that it is my opinion that one would do well 
to open all of these cases. I had been under the im- 
pression that the brain was practically the only thing 
affected except for the petechiae. 

I had been taught that the capillary bed of the lungs 
was of a larger caliber than the capillary caliber of the 
brain, and that that explained the fact that fat emboli 
pass through the lungs and to the brain without affect- 
ing the lungs very much. 


Dr. J. Albert Key, St. Louis, Mo.—I should like to 
ask what gives the minimum diagnosis. I do not see 
fat embolism. I am not sure that I have ever seen a 
case of fat embolism. I do not see a great many frac- 
tures, but I do see some. I get occasional patients who 
are disoriented. Usually it is an old person. 

I do not know whether it is more frequent elsewhere, 
or whether the diagnosis of fat embolism is being 
stretched. 


Dr. J. Leonard Goldner, Durham, N. C.—During the 
past six months there have been three cases of fat 
embolism in Duke Hospital and one of these was proven 
by autopsy. The other two were not fatal but had 
clinical findings consistent with the diagnosis as well 
as fat in the urine and sputum. Petechial hemorrhage in 
the skin and fat in the retinal vessels were looked for 
on several occasions but not noted. 


Two of these patients had chest injury with lung 
damage at the time of the initial trauma. X-ray changes 
in the lungs were comparable with those expected in 
fat embolism and at autopsy the one patient showed 
much fat in the alveoli. This patient also had fat emboli 
in the brain. 


Fat in the urine may be overlooked if only the 
routine examination is done. The last 15 or 20 cc. 
should be examined, since fat goes to the top of the 
bladder and is extruded last. 

According to Anderson and Fawcett (Proceedings of 
the Society for Experimental Biology and Medicine, 
74:768-771, 1950) the injection of aqueous heparin (50 
mg. intravenous) in the human causes a sudden fall in 
the surface tension and a clearing of the lipemic plasma 
following a fatty meal. 


With this in mind we heparinized the patients thought 
to have fat emboli, hoping to reduce the mortality. 
There is no proof that heparin will do this, but at least 
it is a positive treatment for a condition which as yet 
has no treatment. 
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It may be that patients with lung damage are more 
susceptible to fat emboli and have a less favorable out- 
come than those patients in Dr. Ray’s series who had 
no pulmonary trauma. 


Dr. Ray (closing)—We used only one urine specimen 
in our testing for free fat and did not divide it up into 
the various exact portions of the voided specimens. It 
is possible that if we had followed our cases longer by 
Dr. Goldner’s method, we should have been able to 
demonstrate positive urinary findings later than twenty- 
four hours after the onset of clinical symptoms. 


Roentgenographs of the chest were made in all of 
our cases. Last week, all of these films were gone over 
by me with a radiologist but between us, we could not 
make out any definite roentgenographic changes which 
we felt would contribute to the diagnosis. 


The use of heparin is of great interest, and I would 
certainly like to hear the results of work with this drug 
after it has progressed further. 


As far as the minimum criteria for diagnosis are con- 
cerned, I feel that a positive diagnosis of fat embolism 
is justifiable in an injured patient who becomes un- 
conscious without evidence of head injury or other 
common causes of unconsciousness. The appearance of 
petechiae would tend to substantiate the diagnosis, but 
either free fat should be found in the urine or in the 
macrophages of the sputum before it is definite. 


All of our cases were seen by a neurosurgeon and 
most of them by a thoracic surgeon, all of whom agreed 
with the diagnosis as made. I feel that the only positive 
method of making the diagnosis is by autopsy since we 
do not have any definitely positive diagnostic tests for 
fat embolism. The diagnosis is a clinical one sub- 
stantiated by laboratory findings which are fairly well 
demonstrated. 


FREQUENCY OF CANCER OF THE LUNG 
IN ALL MALIGNANCIES STUDIED 
AT AUTOPSY* 


By R. H. Ricpon, M.D. 
and 
HELEN KIRCHOFF 
Galveston, Texas 


In many of the papers on cancer of the lung 
published during the past fifty years, the ques- 
tion of the “relative or absolute increase” in 
frequency is discussed. Apparently no one has 
been able to answer this question to the satisfac- 
tion of all others. The Public Health Service 
recently has been interested in this problem.! 


*Read in Section on Pathology, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 

*From the Department of Pathology, University of Texas Medi- 
cal Branch, Galveston, Texas. 
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Although they found a progressive increase in 
the frequency of cancer of the lung from their 
data, it was emphasized that: 


“Special studies of the accuracy of diagnosis entered 
on death certificates have demonstrated that the diag- 
nosis of cancer is more reliable than the statement of 
primary site... . The number of deaths from cancer of 
a specific site is affected more than cancer of all sites 
combined by improvements in diagnosis and by changes 
in the accuracy with which death certificates are 
completed.””2 


I am sure all pathologists will concur with this 
conclusion of the Public Health Service relative 
to the accuracy of death certificates. These ad- 
mittedly inaccurate reports, however, serve as the 
basis for our approach to this problem of the 
frequency of cancer of the lung. Furthermore, 
for your information, in the July 19, 1950, Vital 
Statistics Special Reports, it is said: 


“Deaths from leukemia and Hodgkin’s disease have not 
been included with deaths from cancer in this volume. 
For many years these were not considered to be neo- 
plastic diseases. Although they now are generally in- 
cluded with the malignant neoplasms . . . lymphomas, 
other than Hodgkin’s disease, never have been identified 
specifically in the International List, but presumably 
these have been included with cancer whenever they 
were reported.’’ 


It would appear that our inability to arrive at 
a satisfactory opinion relative to the frequency 
of cancer of the lung may be attributed to: 
(a) the inaccuracy of death certificates, (b) the 
confusion relative to the classification of malig- 
nancies, and (c) the difficulty in determining the 
primary site of a neoplasm without a complete 
autopsy. 

This question of the frequency of cancer of 
the lung is of more than academic interest. If 
cancer of the lung now is more frequent in pro- 
portion to all neoplasms than formerly, we have 
one problem; however, if the ratio is the same 
today as previously, we have an entirely different 
problem. 


In this study of the frequency of cancer of the 
lung in all malignancies as studied at autopsy, 
the anatomic diagnosis as given in the original 
protocol was accepted. However, the protocol 
and histologic sections were reviewed in those 
cases diagnosed cancer of the lung before they 
were accepted as such for this study. Leukemia, 
lymphomas and Hodgkin’s disease are included 
as malignant neoplasms. Six thousand six hun- 
dred and sixty-three autopsies were performed 
from 1920 to 1949. There were 1,017 cases 
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found with malignancies, some of which were the 
primary cause of death while others were only 
incidental findings. Primary cancer of the lung 
was found in 67 of these cases. Table 1 shows 
the number of cases of cancer and the number 
of cases of cancer of the lung each year from 
1920 to 1949 in individuals 30 years of age and 
older. 

From these data, it is obvious that the number 
of cases of malignancy, as found at autopsy in 
our institution, has progressively increased since 
1920. Likewise, there has been a progressive in- 
crease in the number of cases of cancer of the 
lung observed at autopsy. When the frequency 
of cancer of the lung relative to all cases of 
malignancy is determined, one finds a variation 
from year to year. From 1920 to 1932, only a 
few cases of cancer of the lung were so diag- 


CASES FROM AUTOPSIES ON PERSONS 30 YEARS OF AGE 


OR OVER 

Total Cases 
Year Cancer Cases Cancer of Lung Per Cent 
1949 69 9 13.0 
1948 63 6 9.5 
1947 74 7 9.4 
1946 59 a 6.7 
1945 33 5 15.1 
1944 26 2 7.6 
1943 31 3 9.6 
1942 41 2 4.8 
1941 40 5 12.5 
1940 33 2 6.0 
1939 29 + 13.7 
1938 24 2 8.3 
1937 41 9.7 
1936 31 
1935 42 
1934 36 2 5.5 
1933 . 38 3 7.8 
1932 16 
1931 17 
1930 17 
1929 20 1 5.0 
1938 20 1 5.0 
1927 18 
1926 11 2 18.1 
1925 11 1 9.0 
1924 8 
1923 10 
1922 15 1 6.6 
1921 8 
1920 11 1 9.0 

892 67 “7S 

Table 1 
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nosed. In 1940, there were two cases of cancer 
of the lung in 33 cases of malignancy, a per- 
centage of 6. In 1941, there were 40 cases of 
malignancy with 5 cases of cancer of the lung, 
a percentage of 12.5. In 1945, there were 33 
cases of malignancy with 5 cases of cancer of the 
lung, a percentage of 15.1. In 1946, there were 
59 cases of malignancy with 4 cases of cancer 
of the lung, a percentage of 6.7. The variations 
in the percentage of cancer of the lung relative 
to all neoplasms in individuals 30 years of age 
and older from 1920 to 1949 when studied 
statistically show the following:* 


“The calculated mean and standard error of mean of 
the original percentages including zeros for each of the 
three ten-year periods give the following results: 


1920-1929 5.3 £18 
1930-1939 4.5 = 1.6 
1940-1949 9.4 + 1.0 


The difference between the second and third periods is 
significant P=0.011. The difference between the first 
and third periods is of doubtful significance P —0.04, 
while the difference between the first and second is not 
significant.” 


In other words, there is a significant increase 
in the frequency of cancer of the lung from 1940 
to 1949 when compared with that observed be- 
tween 1930 and 1939. It is doubtful, however, 
that there is any significant difference in the 
frequency of cancer of the lung from 1920 to 
1929 and 1940 to 1949. There is no difference 
in the frequency of cancer of the lung from 1920 
to 1929 and 1930 to 1939. We cannot see how 
one could conclude from these data that the 
frequency of cancer of the lung has increased 
relative to all malignancies between 1920 and 
1949. Statisticians may say these data are un- 
satisfactory because of the variation in the num- 
ber of cases of cancer of the lung observed dur- 
ing some of the years and, furthermore, a study 
of the frequency of cancer from autopsies does 
not give a satisfactory sample. These objections, 
of course, could be met by increasing the number 
of cases studied at autopsy. 


Table 2 gives the frequency of cancer in rou- 
tine autopsies and the frequency of cancer of the 
lung in all cases of cancer in groups of cases 
recently studied at autopsy by several different 
investigators. These data are very similar. How- 
ever, the frequency of cancer of the lung in 


*This evaluation was made by Dr. J. Allen Scott, to whom we 
acknowledge our appreciation. 
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FREQUENCY OF CANCER OF THE LUNG IN 9 AUTOPSY 


SERIES 
All Cancer Cancer of Lung 
= ss ss c= 
ag 7 4 ke 
Brines* 1937 3000 25 0.83 
Frissell* 1937 3659 588 16.0 39 «1.06 = 6.63 


Koletsky® 1938 7685 1064 13.8 100 1.3 9.39 


Rosahn? 1940 2968" 424 14.2 43 1.44 10.1 
Williss 1948 1060 84 
Abrams? 1950 1000 16.0 
Rigdon” 1950 5437 870 16.0 79 «1.45 9.0 
Rigdon 1950 8927 67 7.51 
Average per cent 15.0 1.19 8.42 


*Patients over 20 years of age. 


TPatients over 30 years of age. 
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routine autopsies may be misleading if we do 
not know the age distribution of the cases ex- 
amined. The frequency of cancer of the lung 
relative to all malignancies as observed at autopsy 
today is similar to that observed 25 to 50 years 
ago by some European pathologists.* Junghanns 
found bronchogenic cancer in 1.67 per cent of 
the autopsies examined between 1893 and 1927 
with 14.49 per cent of all malignancies being 
bronchogenic, and from 1923 to 1927, 20.68 per 
cent of all malignancies were primary in the lung. 
Seyfarth, in 1924, found 15.5 per cent of the 
cases of malignancies to be primary in the lung.* 
Cancer of the lung is more frequent during the 
sixth decade, as shown by data obtained from 
cases studied at autopsy (Fig. 1). 


It is of interest to observe in our autopsy data 
that of the 892 cases of cancer in individuals 
30 years of age and older, 630 occurred in males 
and 262 in females. Of this number, 558 were 
in whites and 332 were in colored.* There were 
412 white males, 146 white females, 216 colored 


Table 2 


*The colored race includes only the Negro; the white race 
includes all other peoples. 


436 CASES CANCER. OF LUNG 
Maximum NUMBER OF DEATHS 6TH DECADE 
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Age at which cancer of the lung occurred in 436 cases studied at autopsy. 
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males and 116 colored females. The race was not 
given in two of the 892 cases of cancer. 


Cancer as observed at autopsy in Galveston, 
Texas, occurred almost twice as often in the 
white as in the colored race. Cancer was more 
frequent in the male than in the female. Of 
course, many females with cancer of the cervix 
and breast do not come to autopsy. Generally 
in our institution patients with cancer of the 
viscera are more likely to be examined at autopsy. 
The variation in the frequency of cancer in the 
colored race, as compared with that observed in 
the white, may have been influenced in Galveston 
by the frequency of tuberculosis and syphilis in 
the colored race and the resultant occurrence of 
death before reaching the age in which cancer 
of the lung is more likely to occur. 


In a recent study of our autopsy cases from 
1930 to 1949, it was found that cancer of the 
lung occurred more frequently in the male than 
in the female.'!° Table 3 gives a summary of 
these data. Based upon these data, it is evident 
that the sex and race must be considered in any 
study of the frequency of cancer of the lung. 


There is a wide variation in the reported sex 
incidence of cancer of the lung.!°!! 12 Ochsner 
and DeBakey!'! collected 8,575 cases from the 
literature and found the ratio of males to females 
to be 3.74 to 1. In 59 cases of cancer of the lung 
studied at autopsy, the sex ratio was 18.6 to 1.!° 
The sex incidence of tumors varies in other sites 
than the lung. It is of interest to know that 
“the mortality from cancer of the male urinary 
bladder is nearly double the corresponding rate 
for females.”? In this group of 67 cases of cancer 
of the lung, the sex incidence, the frequency in 
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the white and colored and the average age of 
occurrence are shown in Table 4. This variation 
in frequency in cancer of the lung in the white 
and colored male is of considerable interest. Vc 
have nothing to suggest that might account for 
this variation. The average age at which cancer 
of the lung was found at autopsy in the colored 
male was less than in the white male. It would 
be of interest to know the life expectancy for the 
white and colored male. 


It is difficult to reconcile the data obtained 
from these autopsies with that reported by the 
city of New York!’ relative to the frequency of 
cancer in the white and colored races. In the 
latter study, the frequency of cancer in both races 
was approximately the same. A variation in the 
frequency of cancer of the lung in the white and 
colored races, however, has been observed by 
others.'*!5 Qchsner and DeBakey,'> in discuss- 
ing the frequency of cancer of the lung and 
stomach, say that: 


“The ratio of white to Negro patients is about 2 to 3 
for carcinoma of the stomach and perhaps not signifi- 
cantly different from that for all admissions; for carci- 
noma of the lung this ratio is practically reversed, being 
2 to 1 in favor of the white race.” 


In considering the problem of an increase in 
the number of cases of cancer of the lung, one 
must remember that cancer primarily is a disease 
of adults. Fig. 2 shows the per cent distribution 
by age of the total population of the United 
States from 1850 to 1950.!° A decrease has 
occurred in the per cent distribution in the pop- 
ulation from birth to 19 years of age. In the 
age group 20 to 44 years, there has been a varia- 
tion in the per cent distribution only from 35 
to 39. In the age group 45 to 64 years, the per 
cent distribution has progressively increased from 


67 CASES OF PRIMARY CANCER OF LUNG 


Cases Autopsied 3690 Cases Cancer of Lung 59 “a 
2.14 
2.25 
11 0.70 
White males 1635 2.81 
White females 489 0.40 
Colored males 979 __........... 1.02 
Colored females 587 —...........- 1 0.17 


Cancer of Per Cent Average 

Lung Frequency Age, Years 
Males 92.5 57 
83.5 57 
White females .......... 4 5.9 55 
Colored males .............. 10 14.9 $2 
Colored females —........ 1 1.4 59 


Table 3 


Table 4 
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Fig. 2 
Per cent distribution by age of the total population in the United States from 1850 to 1950. U. S. Bureau of Census. 


10 to 21. Based on these estimates and on the 
fact that cancer is more frequent during adult 
life, the number of cases of cancer would be 
expected to increase. A recent Public Health 
Report! says: 

“The reported increase in the death rate from respira- 


tory cancer is due primarily to an increase in late adult 
life.” 


SUMMARY 


In this study we have 67 cases of primary 
cancer of the lung, proven by autopsy, out of 
892 cases of cancer in individuals 30 years of 
age and older, or a percentage of 7.52. This is 
not significantly different from percentages ob- 
tained in autopsy studies by other investigators. 
Furthermore, others agree that cancer of the lung 
is more common in the sixth decade of life. 
Today we have a larger proportion of people 
attaining this decade. Based on this accepted 
fact, it is obvious that there would be more cases 
of cancer of the lung now than previously. There- 
fore, it would appear that the increase in cancer 
of the lung is more apparent than real. 


With regard to the incidence of sex and race 
in cancer of the lung, 92.5 per cent of the 67 
cases were in males, 7.4 per cent in females, 
83.5 per cent in the white race and 16.4 per cent 
in the colored race. From an etiologic stand- 
point, we feel that the variation between the 
white and colored races and the male and female 
would be very significant in any study of the 
frequency of cancer of the lung. 


Data compiled from death certificates are un- 
satisfactory to establish the frequency of cancer 
of the lung. It is suggested that the frequency 
of cancer of the lung be established from a series 
of autopsies. There is too much involved to 
base a program on cancer of the lung on data 
obtained from death certificates. 
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DISCUSSION (Abstract) 


Dr. John A. Saxton, Jr., St. Louis, Mo—We have 
recently made a survey of the autopsy incidence of 
cancer at the St. Louis City Hospitals over the past 
fifteen years. Autopsy is the only reliable means of 
establishing the presence and the primary site of a 
cancer; but even at autopsy, the primary site may be 
obscure. In our series, the primary site could not be 
determined with certainty in 70 cases, representing 3 per 
cent of our cancer autopsies. 


As Dr. Rigdon said, cancer is not necessarily the cause 
of death in many cases of his material. It is probably 
this very point that makes death certificates inadequate 
for cancer statistics. If a neoplasm discovered at autopsy 
satisfies the accepted criteria of malignancy, it should 
be included in a survey, whether or not it contributed to 
death. All pathologists are familiar with the small 
cancers found incidental to autopsy, but many cases 
fall into a category like this: a patient with coronary 
heart disease is found by biopsy to have carcinoma of 
the rectum. The operation is performed successfully; 
but the patient dies in the postoperative period of cardiac 
disease, and no evidence of residual cancer is found at 
autopsy. Only lawyers could decide the relation of the 
cancer to death; but for statistical purposes, the patient 
had a cancer. By the same reasoning, we included in 
our series cured cases of cancer of internal organs, where 
the surgical specimen could be reviewed. There were not 
many such cases. 


In trving to find the cancer incidence of a community 
from autopsies, the adequacy of the sample cannot be 
too strongly stressed. The type of hospital, whether 
specialized or general, private or municipal, the autopsy 
percentage, and the degree of interest in autopsies may 
introduce factors of selection which can easily lead to 
opposite conclusions. 


Because St. Louis contains one of the medical centers 
where the view is largely held that cancer of the lung 
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is actually increasing, we were especially interested in 
seeing whether or not our data, mostly from a general 
municipal hospital, and hence fairly representative, 
would support that view. We tried so far as possible 
to take into account the factors that Dr. Rigdon men- 
tioned, of an aging population, of the sex distribution, 
and of race. Our data include white persons only, and 
were tabulated according to sex and age in decades in 
the three 5-year periods from 1935 to 1950. Our autopsy 
rate has been about 50 per cent in each year. There 
was, in this short time, a consistent shift in distribution 
of cases toward the older age groups. The age distribu- 
tion of autopsies of this series closely paralleled that of 
the total 15-year mortality in the city of St. Louis, and 
the series constituted about 9 per cent of all deaths here 
in this period. 


The series included 12,443 autopsies, of which 2,322, 
or 18.7 per cent, revealed cancer. There were 7,759 
males and 4,684 females in the series, and the incidence 
of cancer was 19.2 and 17.8 per cent, respectively, for 
males and females. In each five-year period of the 
survey, the sex distribution of autopsies was about 60 
per cent male and 40 per cent female. 


There was a consistent increase in frequency of cancer 
in both males and females, amounting to nearly 23 
per cent, in the three successive 5-year periods. This 
could not be accounted for entirely by the shift in age 
distribution of the patients. 


In males the high incidence of cancer in the oldest 
age groups (90-99 years) appeared largely due to carci- 
noma of the prostate. 


Turning to carcinoma of the lung, there were 242 
cases in our series, 219 in males and 23 in females. The 
adjusted sex ratio was 5.7 to 1 for males and females, 
respectively. The incidence of lung cancer in all autop- 
sies was 1.5 per cent in the 1935-40 period. It increased 
to 1.9 per cent in the 1940-45 period, and to 2.5 per 
cent in the 1945-50 period. This amounts to a 66 per 
cent increase as contrasted with a 23 per cent increase 
of all cancers in the fifteen-year period. There was a 
consistent increase in incidence of carcinoma of the lung 
in males in the three 5-year periods of the survey 
within each decade of age in the three successive 5-year 
periods. There were no examples of cancer of the lung 
in persons over 90 years of age coming to autopsy. 


These data lead us to believe that carcinoma of the 
lung has indeed increased in frequency in the past 
fifteen years in white males of this area. The number 
of women with cancer of the lung was too small to 
subject to tabular analysis. However, it is of interest 
that 11 of the 23 cases occurred in the last five-year 
period. As determined by autopsies, cancer in general 
has increased; perhaps largely because of the increasing 
age of persons coming to autopsy in the 15-year period 
surveyed; but in our series, the conspicuous increase 
was in carcinoma of the lung in males. The greatest 
incidence of lung cancer was in the sixth decade of life, 
thus corresponding with Dr. Rigdon’s data. Our sample 
would appear adequate from that standpoint. We are 
thus presenting a view contrary to that of Dr. Rigdon. 
Our material was published in full in the Archives of 
Pathology, in this year, 1950. 
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We also undertook to determine the relation of the 
type of lung cancer to the age of the host. Some reports, 
notably that of Lees and Park in 1949, have suggested 
that in advanced age, lung cancer is more differentiated. 
However, in our series, the preponderance of cases were 
poorly differentiated, probably either epidermoid or 
small cell, and a definite relation to age could not be 
recognized. 


As to the incidence of lung cancer in relation to race, 
a corresponding survey of cancer in Negroes coming to 
autopsy at Homer Phillips Hospital is being made by 
Dr. J. O. Blache. The incidence of cancer found at 
autopsy appears to be somewhat lower in Negro patients 
than in white. 


Dr. Ruth Silberberg, St. Louis, Mo—In connection 
with the distribution of lung cancer, I should like to 
point to some interesting publications of the British 
Empire Cancer Campaign. The English investigators 
have studied the distribution of cancer of the respiratory 
system in various occupational groups, and they found 
that certain occupational groups have a significantly 
higher incidence of such cancers than others. The ques- 
tion thus arises whether the different results obtained 
in different localities are actually due to the prevalence 
of certain occupations in these localities and possibly, 
also, to racial differences in the population. Further- 
more, in recent years large groups of the population may 
have shifted to occupations in which they are more 
exposed to carcinogenic agents than in their old occupa- 
tions. 


Dr. Rigdon (closing) —The argument relative to the 
frequency of cancer of the lung has been going on for 
50 to 75 years. I do not believe that we shall settle it 
today. I do think, however, that it is worth while to 
consider the factors involved. 


The statistical data on cancer of the lung, as shown 
by Dr. Saxton, are interesting. I am no statistician but 
I wonder how much significance there is in an increase 
of 1.9 over 1.5 per cent. I have difficulty in getting 
excited over this slight variation in a series of cases 
of cancer of the lung. We, no doubt, could put our 
data in 5-year intervals and find some variation. How- 
ever, when we consider the problem over a period of 
20 to 30 years, I do not think the difference is signifi- 
cant. 


I should like to comment on the problem of the 
number of cases that we could not satisfactorily diag- 
nose. If I remember correctly, there were approximately 
85 cases of carcinoma of the lung so diagnosed in our 
records. I discarded 20 of these because I could not 
be sure from the protocols and histologic sections that 
they were cases of primary lung tumors. Someone 
might go over these same cases and pick out 15, con- 
sidering them as illustrating primary lesions. Since I 
could not support the diagnosis, I discarded 20 from 
the group of 85. 


I should like to emphasize the fact that the autopsy 
may not answer all the problems relative to the fre- 
quency of cancer of the lung. Cancer of the lung cer- 
tainly is seen more often now than formerly. Whether 
this increase is real or apparent is the important ques- 
tion. From our data, it would seem most likely that 
the increase is only apparent. 
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NEWER CONCEPTS IN THE TREATMENT 
OF PULMONARY TUBERCULOSIS* 


By HERBERT L. MANtz, M.D. 
Kansas City, Missouri 


Tuberculosis therapy today is undergoing so 
great a change that any discussion of it must be 
labelled “trends,” because it is impossible to 
predict the future and almost as difficult to 
evaluate current procedures. Progress in tuber- 
culosis therapy has followed the general pattern 
of modern medical advance in that it is passing 
from an empirical basis to one founded on bac- 
teriology, physiology, and pathology. The changes 
taking place involve not only medicine, but also 
surgery, where old ideas are being challenged 
and new approaches developed. Tuberculosis is 
a lifetime disease and results are measured in 
years, not in weeks or months, so it is best to 
keep a critical eye for the new things, and con- 
stantly to appraise the old ones. 

The best way to eliminate tuberculosis is by 
prevention. Prevention by a vaccine has long 
been a goal. B.C.G., the bacillus of Calmette 
and Guerin, has been used widely in all parts 
of the world except the United States, and some 
persons are urging that it be used here. The 
vaccination campaigns in certain war-devastated 
countries have provided an opportunity to study 
this vaccine further. It is now certain that the 
vaccine properly given is harmless. It is not 
certain how much protection it affords.! Some 
limited studies suggest that it is useful in groups 
where uninfected persons are in great risk of in- 
fection. B.C.G. is admitted to be a feeble vaccine 
and many think that a better one can be devel- 
oped. Many things that would seem essential 
are not known including: (a) What is the best 
method of vaccination? (b) What is the correct 
dose? (c) Is revaccination necessary, and if so, 
when? (d) Who should be vaccinated and at 
what age? In the United States infection rates 
are dropping very rapidly in some sections, more 
slowly in others, but nevertheless dropping. We 
have not the excellent tuberculosis control sta- 
tions found in Denmark where B.C.G. was very 
easily and cheaply added to their program. For 
the present, in this country it would seem best 
to confine B.C.G. vaccination projects to small 
groups which can add to our knowledge before 


*Read in General Clinical Sessions, Southern Medical Associa- 
bow “one Annual Meeting, St. Louis, Missouri, November 
13-16, 1 3 
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reaching out into mass campaigns which have 
given us little specific information. 


Intelligent therapy depends on proper diag- 
nosis. In pulmonary disease the antibiotics have 
quickly shifted the emphasis from anatomy to 
bacteriology. To be sure we still have ‘catch- 
alls” like virus pneumonia, but we no longer say 
lobar pneumonia or bronchial pneumonia. We 
must know the bacteriology in order to use the 
proper antibiotics. We have progressed to the 
point where we use the x-ray to start the labora- 
tory work-up but are not content to make final 
conclusions from film inspections alone. The 
roentgenologists, however, have contributed a 
great deal with new technics such as sectional 
radiography which will reveal hidden cavities. 
The bacteriologists and pathologists also con- 
tributed greatly with improved culture methods 
and by developing sputum examination for cancer 
cells. By using culture methods we can almost 
always find tubercle bacilli when active disease 
exists. This is a guide for the beginning of 
therapy as well as to evaluate its effectiveness. 
When antibiotics are used, laboratory aids must 
be employed to determine resistance in the bac- 
teria and to guard against toxicity in the host. 
The tools for a diagnosis of tuberculosis are: 
careful history, physical examination, chest 
x-rays, tuberculin test, and sputum examinations 
including cultures. Active tuberculosis can and 
does occur with little in the history, and with 
negative physical findings. The tuberculin test 
is a very reliable test and, if properly used, more 
early tuberculosis could be discovered. Specifi- 
cally, some of the most important present trends 
in diagnosis which I believe will soon be universal 
are: 

(a) Adoption of a single dose of tuberculin 
for testing (either 5 units 0.0001 P.P.D. or 10 
units 0.0002 P.P.D.).25 Larger doses of tuber- 
culin are not necessary to detect clinical tuber- 
culosis and the nonspecific reactions they produce 
are confusing. 


(b) Routine chest films of all hospital and 
clinic admittances will be as routine and neces- 
sary a procedure as the blood count, urine 
analysis, or Wassermann test. 


(c) Further development of laboratories for 
sputum examination especially in the culture 
technics. 


Several weeks ago the New York Times con- 
tained a story about Tommy Henrichs, Yankee 
first baseman. He was quoted as saying “To 
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catch a fly ball is a pleasure, but to know what 
to do with it after you catch it, that is a busi- 
ness.” The treatment of tuberculosis is a busi- 
ness and its place of business is a hospital. 
Certain patients during some phase in their treat- 
ment may be cared for at home, but this is 
usually makeshift. There is a growing trend to 
use general hospitals. Large city hospitals where 
expense is no problem to the patient should have 
a tuberculosis section. All general hospitals 
should have facilities to care for tuberculous 
patients, at least for diagnosis and for certain 
phases of treatment. The trend in tuberculosis 
hospitals is away from the country type of sana- 
torium and toward the modern hospital, if not 
a part of, at least associated with a general hos- 
pital. A modern tuberculosis hospital must have 
adequate laboratories, and modern surgical and 
medical services covering all phases of diagnosis 
and treatment. Usually, only urban locations can 
provide all of these. 


Treatment of the tuberculous patient includes 
first, those general measures designed to raise 
resistance to the infection; and second, specific 
drugs and procedures aimed at the disease process 
per se. Much attention is paid to specific meas- 
ures and too little is given to nonspecific ones, 
in spite of the fact that many patients can be 
treated only with the prosaic and time-hallowed 
programs of rest, good food, and psychology. 


These general measures are being scrutinized. 
It is realized that a patient with tuberculosis has 
psychological problems which must be met. The 
food he is given should be high in animal pro- 
tein, he must not just be fattened. Bed rest may 
be abused or misused; some patients have been 
kept at rest too long, others not long enough. 
Patient training programs are now in operation 
in many hospitals. These programs provide ex- 
ercise trials, combat boredom, and help to pre- 
pare the patient to resume a useful life. The 
patient with tuberculosis is an individual, and 
the individual as well as the disease must be 
considered in treatment. Often the disease itself 
cannot be arrested with specific therapy, but 
many useful years of life may be provided. 


Until five years ago there was no specific drug 
therapy. General measures to increase resistance 
were supplemented by various procedures aimed 
at relaxing the lung, generally called collapse 
therapy. Now, we have a wide choice of useful 
antibiotics. Streptomycin, dihydro-streptomycin, 
para-amino salicylic acid, and tibione have been 
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employed. Others in experimental use are neo- 
mycin, mycomycin, and terramycin. The last 
three have not shown much promise in tuber- 
culosis. Streptomycin and para-amino salicylic 
acid are the only antibiotics that are very 
effective in tuberculosis. 


Streptomycin was introduced by Waksman in 
1944 and has had extensive use in this country. 
It is not bactericidal; its action is to delay the 
multiplication of bacilli. There are toxic reac- 
tions to be avoided, especially damage to the 
vestibular apparatus. Also after variable lengths 
of time, bacilli often become resistant so that 
further therapy is of no benefit. Para-amino 
salicylic acid was developed by Lehman in 
Sweden, and in 1944 clinical trials began. It was 
used extensively in the Scandinavian countries 
and in early 1949 came into considerable use 
in the United States. The more acute and more 
vascular types of tuberculous disease are likely 
to respond to drug therapy. The results are poor 
in disease which is predominantly caseous or 
fibrotic. Of all forms of tuberculosis the chronic 
pulmonary type is the one most frequently en- 
countered. When diagnosed, the disease is usu- 
ally in an advanced stage, often with cavity. 
Treatment will require periods of bed rest, col- 
lapse therapy when indicated, and perhaps drug 
therapy. 


If para-amino salicylic acid and streptomycin 
are used, the dosage usually employed is 12 
grams of para-amino salicylic acid daily in 4 
divided doses, and 1 gram of streptomycin in 
one daily dose. Results are usually good in dis- 
eases of the larynx, trachea, bronchus, intestine, 
ureter, bladder, and acute glands. Results are 
good to fair in acute tuberculous pneumonia, 
early renal disease, with no x-ray evidence and 
miliary. Results are fair to poor in chronic fibrotic 
cavity disease, advanced renal, and meningitis. 


There has been an unfortunate lack of dis- 
crimination in the use of streptomycin for tuber- 
culosis. Too often the drug has been given as 
an initial phase of treatment, regardless of the 
type of disease present. Neither para-amino 
salicylic acid nor streptomycin alone constitute 
adequate treatment in tuberculosis. Moreover it 
should be re-emphasized that tubercle bacilli de- 
velop resistance to the streptomycin, and its 
indiscriminate use early in the course of manage- 
ment may result in its lack of effectiveness later 
when it may be desperately needed. One must 
plan the entire treatment program early, using 
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bed rest as the key-stone and integrating surgical 
procedures and drug therapy so as to obtain their 
maximum benefit. 


Collapse therapy in some form is usually re- 
quired when cavity is present. Without cavity 
it may not be necessary. Phrenic crush, artificial 
pneumoperitoneum, artificial pneumothorax, and 
thoracoplasty are the procedures most frequently 
used. Crushing the phrenic nerve allows the 
diaphragm to rise and give relaxation to the lung. 
When combined with pneumoperitoneum, a high 
diaphragmatic rise can be obtained. Phrenic 
crush is useful in some cases, but the trend at 
present is away from its use. 


Pneumoperitoneum has many advocates. In 
some hospitals a large percentage of collapse 
patients receive this treatment. No procedure 
in use today provokes so much controversy. 
Complications are few. If one stays in the middle 
ground group, away from the enthusiasts and 
iconoclasts, he must recognize that it certainly 
has a place in hospital practice. Combined with 
antibiotics it is of much more value than when 
used alone and many patients have been brought 
through critical periods to more definitive ther- 
apy by this procedure. Relatively easy to induce 
and abandon, it has its place. At present, the 
trend seems to be to use it more freely. 


Thousands of patients have had successful 
treatment with artificial pneumothorax. Because 
of its wide use it has been critically analyzed by 
many. Drs. Kalish and Friedman* of Koch Hos- 
pital, St. Louis, analyzed a series of pneumo- 
thorax patients dividing them into classes: effec- 
tive pneumothorax, anatomically and with cavity 
closed; ineffective in which cavity did not close; 
and partially effective types. With the effective 
type, only one-third had no complications, but 
those which occurred were not too serious. In 
the ineffective and anatomically poor type, com- 
plications occurred frequently, earlier, and were 
more severe. The highest number of complica- 
tions occurred in ineffective types with cavity 
unclosed. We can sum up opinion about pneumo- 
thorax as follows: 


(a) In selected cases, with a centrally located 
apical cavity of moderate size, pneumothorax 
may be attempted but unless an effective col- 
lapse is obtained it must be abandoned imme- 
diately. 


(b) An ineffective collapse invites complica- 
tions, and empyema is frequent. 
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(c) All hope of success may be lost by con- 
tinuing an anatomically poor pneumothorax. 

The trend today is definitely away from 
pneumothorax; however, the procedure is val- 
uable when used intelligently. 


Thoracoplasty is widely used, and with im- 
proved technics in surgery and anesthesia has a 
very low operative mortality. When effective, it 
allows upper lobe cavities to relax and close. The 
Sauerbruch type of operation is the one popularly 
employed in this country and consists of the 
removal of consecutive ribs from the top down- 
ward. The number removed is determined by 
the location of the cavity and the extent of the 
disease. The number of stages required depends 
upon the condition of the patient, the effective- 
ness of the collapse and the ultimate number of 
ribs to be removed, usually 6% or 7 ribs in two 
or three stages. The specific disadvantages of the 
procedure are its irreversibility and the accom- 
panying decrease in pulmonary function. The 
Semb* apicolysis and thoracoplasty is an attempt 
to meet the latter objections. By extra pleural 
dissection the apex of the lung is freed and 
allowed to drop down. The extra pleural space 
thus created is maintained by periodic air in- 
jections until the bone plate is formed. Properly 
executed, more selective collapse is achieved and 
the necessity for extensive rib resection is obvi- 
ated. In the past it has been customary to 
employ thoracoplasty only when less radical 
measures have failed. It is now apparent that 
with: the proper selection of cases, a so-called 
primary thoracoplasty may be done early in the 
course of management with a great saving in 
time and expense for the patient, as well as 
achieving a much better result. Here the in- 
telligent combination of antibiotics and surgery 
has produced almost miraculous arrests. 


This brings up the use of streptomycin in 
conjunction with surgery. In the average case 
of thoracoplasty its use is not necessary. It may 
and should be reserved to combat the occasional 
postoperative spread. 


Pulmonary resection had been done many 
times prior to streptomycin, but with streptomy- 
cin, surgeons became bolder. Most of them still 
prefer to use streptomycin and para-amino sali- 
cylic acid in connection with resections. The 
early indications for resection were bronchial 
stenosis, blocked cavities, and lower lobe cavities. 
Cavities remaining open after thoracoplasty were 
soon added. It is difficult now to be sure what 
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limitations are placed on resection. Some sur- 
geons feel that the original indications for re- 
section still hold. In many cases with upper lobe 
cavity (whenever possible lower lobe cavities are 
excised) , there may be a question between thora- 
coplasty or excision. Some prefer immediate 
resection, others do thoracoplasty and resect later 
if the cavity does not close. Today an entire 
lung, a single lobe, or part of a lobe may be 
resected. At present, the trend is for more pri- 
mary resections. 


All of the therapeutic advances described have 
saved lives. We cannot help feeling justly proud 
of their development. We should, however, stop 
to realize that most are necessary only in ad- 
vanced disease. There is usually a time in the 
course of tuberculosis when treatment is simple 
and a good prognosis fairly certain. The facilities 
to find tuberculosis earlier are everywhere. We 
should use them. 
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DISCUSSION (Abstract) 


Question—Is the patch test reliable? 


Dr. Mantz.—The patch test is reliable up to about 
age 12, but it is difficult to use and inexperienced users 
will have difficulty in interpretation. The intradermal 
test is more reliable. 


Question—Where does pneumoperitoneum come in? 


Dr. Mantz—Pneumoperitoneum is a reversible col- 
lapse measure, useful especially with bilateral disease. 
Combined with phrenic crush it gives fairly good re- 
laxation of the lung. It is often used to advantage 
combined with antibiotics. 


Question—Does pulmonary tuberculosis have acute 
onsets resembling acute bacterial pneumonia? 


Dr. Mantz.—In some instances tuberculosis has an 
acute onset. In more instances, patients with chronic 
disease such as tuberculosis or carcinoma of the lung 
have acute infections complicating the chronic one. 
Unless the diagnostic work-up or follow-up includes 
sufficient x-ray studies, the chronic disease will be over- 
looked. Every person with acute respiratory illness 
should have chest films and follow-up long enough to 
be sure the chest is clear. 
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A REPORT ON THREE YEARS ACTIVI- 

TIES IN THE VETERANS ADMINISTRA- 

TION TUBERCULOSIS REHABILITATION 
CENTER* 


By B. B. Bacsy, Jr., M.D.* 
Oteen, North Carolina 


The Physical Medicine Rehabilitation Center 
for tuberculous veterans at the Swannanoa Divi- 
sion of the Veterans Administration Hospital, 
Oteen, North Carolina, was established in Feb- 
ruary, 1947. It was and is based on the premise 
that the long accepted method of “walking ex- 
ercise” is not an entirely adequate means of 
determining work tolerance since such exercise 
alone makes it difficult to determine objectively 
a particular patient’s capacity to work or study 
in a specific field following discharge. The object 
of the program is to approximate as closely as 
possible, in the hospital, the normal living day 
that the patient plans after discharge. This effort 
to fit the program to the patient, rather than the 
reverse, requires a number of diversified activities 
in the Center. These include photography, car- 
pentry, woodworking, plastics, light mechanics, 
watch and jewelry repair, radio and electrical 
repair, tailoring, the graphic arts and other 
similar fields, as well as a full range of educa- 
tional subjects. 

It should be pointed out that no attempt is 
made to perform as a training school or as an 
employment agency. The only aim is the ap- 
praisal of the patient’s work capacity under 
realistic conditions, and his “hardening” under 
medical supervision so that he can engage in 
selected activity. 

While the approach to the difficult problem 
of preserving the results of the modern treatment 
of tuberculosis is different from the usual and 
accepted modes, the same difficulties are met as 
in all rehabilitation programs in attempting to 
assay the results of our procedures. 


A follow-up made in 1949 of the first 104 
patients who were discharged from the Rehabili- 


*Read in Section on Physical Medicine and Rehabilitation, 
Southern Medical Association, Forty-Fourth Annual Meeting, St. 
Louis, Missouri, November 13-16, 1950. 

*Presented with the consent of the Medical Director of the 
Veterans Administration, who is not responsible for the opinions 
expressed by the author. 

*The author expresses appreciation to Mr. James M. Shea, Jr., 
of Baltimore, Maryland, for his help and assistance in preparing 
this paper. 

_ tChief, Physical Medicine Rehabilitation, Veterans Administra- 
tion Hospital. 
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tation Center* was admittedly too limited in 
scope to be considered conclusive. It did, how- 
ever, afford a strong indication that the program 
was on the right track, and led to a number of 
changes that have intensified the individual 
nature of our treatment. 

During August and September of this year we 
mailed detailed questionnaires to the first 524 
patients who were discharged from this Center, 
covering the period from May 1947 through 
December 1948. A follow-up by mail is not the 
ideal system, but we were gratified by the re- 
sponse which brought in 429 replies. Of these, 
393 had suffered from pulmonary tuberculosis, 
and this discussion deals only with those, since 
extrapulmonary tuberculosis and simple pleurisy 
pose problems different from those with which 
we are presently concerned. The proportion of 
pulmonary tuberculosis represented in the replies 
to our questionnaires is almost identical (91 per 
cent) to the over-all proportion among the 524 
discharged patients. 


It should be pointed out that the patients come 
to our Center when they have reached the so- 
called quiescent classification as given in the 
diagnostic standards of the National Tuberculosis 
Association. However, they must have no evi- 
dence of cavitation and their sputum must have 
been negative for acid-fast bacilli for at least 
four to six months prior to admission. All the 
patients who complete our rehabilitation treat- 
ment do so voluntarily, since the Veterans Ad- 
ministration Technical Bulletin 10A-132  pro- 
vides that a patient who has reached a quiescent 
status of his tuberculosis may request and be 
granted a discharge to his own care, if his home 
conditions are suitable. 


Patients are kept in the Center from four to 
six months and upon completion of the period 
of hardening are discharged as “arrested.” 


The amount of time the patient is permitted 
to engage in various rehabilitation activities is 
gradually increased. Participation in vocational 
or study activities is increased from two hours 
per day at first to a period of at least four hours 
per day. Some patients who wish may increase 
their participation in vocational or study activi- 
ties to a maximum of six hours per day. This 
is in addition to the usual period of personal 
care and time for certain recreational activities. 


*Bagby, B. B., 
tion of Tuberculous Veterans. 
(July) 1950. 


Jr.: The Swannanoa Plan for the Rehabilita- 
Arch. Physical Med., 31:450-452 
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All patients have x-rays, sputum examinations, 
and sedimentation rates routinely each month; 
weight is taken weekly and temperature is taken 
twice a day. Any clinical change is carefully 
noted and necessary steps are taken to eliminate 
the cause. 

All patients are under the constant care of 
physicians trained in both tuberculosis and re- 
habilitation. 


The number of patients found to have unstable 
lesions while in the rehabilitation program has 
varied during this period, ranging from approxi- 
mately 7 per cent in 1947 to approximately 3 
per cent during 1949, or an average of slightly 
over 4 per cent. 


This program is a continuation of the total 
therapeutic procedure followed in the Veterans 
Administration and is one of the stepping stones 
from bed rest to productive capacity of a degree 
consistent with the maximum of their physical 
capacity. Of course, the treatment of the disease 
remains primary; the patient’s physical activity 
and progress are individually determined by 
physicians especially trained in both rehabilita- 
tion and tuberculosis. 


Among the 393 pulmonary patients who re- 
plied to our questionnaire, 41 (10.4 per cent) 
had left the Center prior to reaching the status 
of an arrested case. This percentage is almost 
the same as that for the total irregular discharges 
during 1947 and 1948, and it was approximately 
13 per cent. Among the 41 irregularly discharged 
patients from whom we received replies, seven 
were disciplinary discharges, 10 were AWOL’s 
and 24 were discharged in accordance with pro- 
visions of the technical bulletin quoted above. 
Probably the most striking fact revealed is the 
sharp disproportion in the rate of reactivation 
of pulmonary tuberculosis between the group of 
patients who had reached an arrested status and 
those who left the Center prematurely. From 
among the 41 irregular discharges, 16 patients 
(39 per cent) have broken down; while of the 
352 patients who received an arrested rating, 
58 (16.5 per cent} have broken down. So wide 
a gap, we believe, could not be attributed to 
mere coincidence. 


It is significant, also, that of the 294 arrested 
cases in patients who have not broken down, 
238 (82 per cent) are either working or going 
to school; and of the 25 irregular discharges 
who have not broken down, only 16 (64 per 
cent) are working or going to school. 


REHABILITATION CENTER 


An interesting development that should lead 
to additional thought to the therapy methods 
employed in the treatment of active tuberculosis 
is the difference between the breakdown rate of 
patients who have received collapse therapy and 
those whose only treatment was bed rest during 
the active stages of their disease. Since an ir- 
regular discharge appears to have a deleterious 
effect upon all patients, regardless of their type 
of treatment, we shall consider only those 352 
patients who reached an arrested status at time 
of discharge. Of these, 248 had been given col- 
lapse therapy, including thoracic surgery, and 
36 (14.5 per cent) have since suffered reactiva- 
tion of their disease. One hundred and four pa- 
tients had only bed rest; and of these, 22 (21 
per cent) have broken down. We are forced to 
wonder what is behind this accelerated rate of 
breakdown. The difference is great enough to 
warrant a study which should involve, it seems, 
not only physical causes, but psychological fac- 
tors as well. It is possible that the uneventful 
arrest of the disease through bed rest leaves a 
patient insufficiently impressed with the serious 
nature of his disease, while thoracic surgery, 
pneumothorax and pneumoperitoneum are ex- 
periences not quickly forgotten. It is entirely 
possible that this phenomenon may have a purely 
physical basis and that actual collapse of the 
lung is essential to permanent healing of the 
lesions; an even more probable conjecture would 
be that it is due to a combination of the two. 


Among the collapse therapy patients the rate 
of breakdown was identical (16 per cent) for 
those in the pneumothorax and pneumoperito- 
neum groups. Thoracic surgery cases show a 
breakdown rate of only 10.4 per cent, with 5 
out of 48 suffering reactivation, a statistically 
small number, however. 


Pursuing the thought that bed rest patients 
may not be properly impressed with the danger 
of their disease, we have analyzed the 41 patients 
who left the Center via irregular discharge. Of 
the 41 who left prior to reaching the arrested 
status, 16 were bed rest patients. In other words, 
while representing only 30 per cent of the total 
cases, the bed rest patients comprised 40 per 
cent of the irregular discharges. On a percentage 
basis, bed rest patients exceeded the other groups 
in their rate of irregular discharge. Thirteen and 
four-tenths per cent of the bed rest patients (16 
out of 119) left the Center prematurely, com- 
pared to a 9 per cent rate (25 out of 274) for 
collapse therapy patients. The surgical cases 
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show the lowest rate (7.7 per cent), with 4 out 
of 52 taking an irregular discharge. 


Another factor that seems to affect this par- 
ticular aspect of our problem is the diagnosis 
of the patient’s disease. Among the patients who 
replied to our questionnaire, 19 per cent (13 out 
of 69) of the “minimal” cases had left by ir- 
regular discharge, 11 per cent (21 out of 191) 
of the ‘moderately advanced,” and barely 5 per 
cent (7 out of 133) of the “far advanced.” This 
ratio would seem to indicate that patients with 
a diagnosis of minimal tuberculosis, as well as 
most bed rest patients, require some special 
indoctrination to assure a proper mental attitude 
towards their disease. 


A careful analysis of the charts and records 
of the patients who left the Center prior to 
completion of their treatment does not reveal 
any other factors of significant importance that 
might contribute to the rate of irregular dis- 
charges. It was found that the Negro patients 
have a slightly better record in this regard than 
the white patients. Ninety-four per cent of the 
Negroes remain to reach an arrested status, com- 
pared to 88 per cent of the whites. There is a 
slight difference, also, found in two age groups: 
90 per cent (315 out of 349) of the patients 
under 45 years of age completed their treatment, 
while 84 per cent (37 out of 44) of the patients 
45 years and over remained for the entire course 
of therapy. We feel that little significance can 
be attached to the latter comparison, due to the 
very small fraction of total patients represented 
by those 45 years and over. ' 


Age evidently plays some role in the rate of 
breakdown among arrested discharges, although 
the same limitations must apply in this respect. 
Responding to our questionnaire were 37 patients 
in the older group who had completed the treat- 
ment regimen at the Center, of whom 9 (24 per 
cent) have broken down. In the younger age 
group, 315 had reached arrested status and 49 
of these (15.6 per cent) have suffered reactiva- 
tion. 


Our survey has strengthened our belief that 
the ex-tuberculous patient is not only a good 
employment risk, but that he actually benefits 
by vocational activity. The figures on the rate 
of breakdown between those who have completed 
our program and those who left prematurely. 
which were pointed out earlier, seem to bear out 
this contention. Carrying the thought further, 
we have divided the patients who answered our 


questionnaire into two groups: those who have 
never worked or attended school since leaving 
the Center and those who are working or are at 
school. There are 84 patients who have done 
nothing at all since discharge, and 20 of these 
(23.8 per cent) have broken down; an addi- 
tional 12 from this group of 84 broke down 
within six months after discharge, but we exclude 
them from this calculation on the premise that 
they may not have had the opportunity to begin 
any intended activity. The remaining 297 pul- 
monary patients are working or attending school, 
and of these only 42 (14 per cent) have broken 
down. It seems sound reasoning to conclude 
from this that vocational activity, far from being 
detrimental to the average patients with arrested 
tuberculosis, is actually beneficial. This is under- 
standable, since productive and purposeful ac- 
tivity is certainly conducive to more regularity 
in living habits, and most probably cultivates a 
healthier mental attitude in any handicapped 
person. 

It could be expected that the 84 patients who 
have done nothing since their discharge would 
include a great number who had been seriously 
ill and those in the higher age group. Actually, 
all groups are almost equally represented; there 
are as many bed rest patients as thoracic surgery 
cases, as many minimal cases as far advanced, 
more young men (even on a percentage basis) 
than old, an equal number of whites and Negroes, 
a smaller number (but higher percentage) of 
irregular discharges than of arrested cases. The 
one thing that these 84 patients have in common 
is a disinterest in work, an inclination that is 
made evident by a perusal of their rehabilitation 
records. In fairness, it must be pointed out that 
several of these patients are disabled in varying 
degrees by illnesses other than their tuberculosis. 
The reduction of the number of nonworking 
dischargees is second in importance only to the 
reduction of the number of reactivations, be- 
cause the nonworking patient can often be as 
big a loss to the community, and as great an 
expense, as the patient with active tuberculosis. 
At least in the latter case, the fault rarely lies 
with the patient himself. 


It should be mentioned here that we discharge 
from the Center as arrested cases some patients 
whom we know to be “bad risks.” By perform- 
ing the required amount of supervised activity 
and maintaining a clinical and roentgenologic 
history that meets standard requirements, these 
patients earn an arrested discharge. But there 
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are certain of these who will, experience tells us, 
be very likely to suffer reactivation of their dis- 
ease. Among the clues that enable us to make 
many accurate forecasts are lack of self-discipline, 
which militates against the patient’s leading a 
life of moderation and regular habits; lack of 
ambition and failure to seek, or even desire, a 
goal, which frequently leads to both emotional 
and financial insecurity and consequent immod- 
eration; and on the more creditable, but none- 
theless risky side, are overambition and an 
abundance of inner drive, which often produce 
too intense an effort toward resuming normal 
work and living. The latter traits are often found 
in the so-called “good” patients, and for them a 
toning down of ambition is as important as the 
creation of a goal for others. 

Our prognoses were confirmed in a number 
of instances in the mail survey, and our experi- 
ence in the Center during the past 44 months 
enables us to make even more accurate forecasts 
on our current patients. Several of the patients 
who returned our questionnaires frankly stated 
that they “tried to do too much,” “lived too fast 
a life,’ and so on. Others withheld the actual 
statement of the fact, but revealed the trouble 
in listing their occupations since discharge. One 
who comes immediately to mind was a thoraco- 
plasty patient who attended school five days a 
week and worked six nights a week, a total of 
70 hours a week. He continued that schedule 
for 11 months, but inevitably wound up at Oteen, 
our hospital for active tuberculosis. 


Needless to say, these patients whom we con- 
sider “bad risks” are discharged only after we 
have exhausted all possibilities of correcting the 
faults which point to later difficulties, and this 
effort includes help from all departments of the 
Center which could contribute to the case. Social 
service, vocational guidance, psychologists or 
psychiatrists, and physicians and therapists in 
the physical medicine and rehabilitation service, 
all take an especially active interest in these 
“problem” patients. 

One of the problems we are constantly striving 
to overcome is the irregular discharge. The rate 
is low, but it is higher than it should be and, 
in fact, we feel that there should be no discharges 
prior to completion of the hospital rehabilitation 
program. Our efforts to reduce the number of 
irregular discharges do not include any con- 
cessions to the whims of the patients regarding 
participation in the program. In the early months 
of the operation of the Center, patients were 
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permitted to remain here without taking full, or 
even any, part in rehabilitation activities. By 
the winter of 1947, however, we had established 
firm rules regarding patient participation and 
since that time each patient who remains here 
must perform the full amount of work the medi- 
cal board prescribes for him. Attendance at the 
scheduled activities is required for a patient to 
qualify as an arrested case. 


Our program here was begun as an experiment 
and was, frankly, a matter of trial and error for 
the first eight or ten months. We feel that we 
have now established a program of proven worth, 
and the value of enforced participation is re- 
flected in the records of the patients. Of the 
patients replying to our questionnaire, 126 had 
been discharged during the period from May 
through December of 1947; 39 of these, or 31 
per cent, report a reactivation of their pulmonary 
tuberculosis. Two hundred and sixty-seven 1948 
patients replied, and 35, or 13 per cent, report 
that they have broken down. To reach a more 
equable comparison, we analyzed the rate of 
breakdown of the 1947 patients through August 
1949 (which is the identical length of time since 
the discharge of the last of the 1948 patients) 
and found that 28, or 22 per cent, had suffered 
reactivation up to that time. This indicates that 
the refinements in our program and the more 
stringent rules regarding participation are bene- 
ficial to the patient after discharge. 


Out of a total of 392 patients who were dis- 
charged, we had a breakdown of 74 patients, or 
a total of 18.8 per cent. Further analysis of the 
392 cases showed that 133 were far advanced, 
24 breakdowns or 18 per cent; 190 were mod- 
erately advanced, 36 breakdowns or 18.9 per 
cent; while 69 cases were minimal with 14 break- 
downs, or 20 per cent. These figures are inter- 
esting in that we have approximately the same 
rate of breakdown for minimal, moderately ad- 
vanced, and far advanced cases whereas one 
might expect that the minimal would have less 
breakdowns or the far advanced should have 
more. 


Of the 352 arrested pulmonary patients who 
answered our questionnaire, 291 remain alive and 
well. All of these have been discharged for more 
than 18 months; 242 for more than two years; 
81 for more than two and a half years; and 28 
for more than three years. 


It is impossible, within the time limitations 
of this discussion, to give a complete and thor- 
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ough analysis of the current activities of the 238 
arrested patients who are well and working, but 
a brief review will be enlightening. Fifty-two 
patients returned to the job or profession they 
were engaged in prior to their illness. Of these, 
12 are clerical workers, 9 are farmers, 9 sales- 
men, 5 nurses, 5 chauffeurs, 3 railroad engineers 
and firemen, 2 school teachers, and 2 carpenters. 
Additional patients in this group include one who 
returned to each of the following jobs: photog- 
raphy, tailoring, commercial art, barbering, and 
coal mining. Our facilities included no activity 
which would approximate the daily activities of 
the farmers, railroad men, chauffeurs, or the coal 
miner, so our chief contribution to their re- 
habilitation was a general physical “hardening” 
within the limitations of our program. Actual 
rehabilitation work in such rigorous undertakings 
as these would be of very doubtful value from 
a medical standpoint. 


Some patients have returned to additional 
training in their former work after discharge 
from the Center. These include seven clerical 
workers who have taken accounting and business 
administration courses in colleges or business 
schools, five farmers who have taken farm train- 
ing or agricultural courses, two tailors who have 
progressed to costume designing, a commercial 
artist who has taken an advanced art course, 
and a nurse who has obtained her master’s degree 
in nursing education since discharge. 


Forty-three students have resumed their in- 
terrupted schooling since discharge. Of these, 
29 are in college, 3 in high school, 4 in business 
school, 4 in trade school, and 3 in technical 
school. The latter are training as laboratory and 
x-ray technicians. Of the college students, 8 are 
majoring in engineering, 3 have already obtained 
their law degrees, 2 are in premedical work, 4 
are majoring in business administration, and 2 
in sociology. 


There were 29 patients who had no previous 
occupation. Most of these had to come to the 
hospital directly from military service and had 
never had the opportunity to engage in any 
civilian work. Fifteen of these are now attending 
trade and technical schools, 2 are in high school, 
4 in business school, and 9 in college. Four of 
the latter are majoring in business administra- 
tion, one is in law school, 3 in engineering, and 
one in journalism. One of these college students 
said in a letter attached to his questionnaire that 
when he first entered the hospital as a tuber- 
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culous patient, he had only a fourth grade educa- 
tion. In June of 1951 he will receive his bachelor 
of science degree in business administfation. 
This patient had spent 41 months in the hospital 
and has been discharged since November 1947. 
Not all patients have the intelligence or the 
desire to accomplish so much, but practically 
all have the opportunity. Among the trade and 
technical school students in this group we find 
a wide range of occupations, with tailoring, watch 
repair and radio repair leading the list. Other 
courses include beauty culture, carpentry, furni- 
ture upholstery, leather work, tool design, pho- 
tography, laboratory and x-ray training. 


These patients who had no previous job or 
occupation are one of two groups who profit 
most by their rehabilitation work. It is safe to 
say that all of these 29 received their first im- 
petus toward their present training while still 
in the hospital or the rehabilitation center. Our 
vocational guidance department, officially known 
as Vocational Rehabilitation and Education, 
works closely with the medical board in deter- 
mining a patient’s aptitude in a certain line, as 
well as his ability to hold up physically under 
the work. Unless a patient measures up in tests 
for intelligence, preference, and aptitude, in addi- 
tion to performing comparable work in the 
Center without undue physical strain, he is not 
recommended for such schooling under govern- 
ment assistance. Consequently, we believe we 
have few patients undertaking work or training 
for which they are either physically or tempera- 
mentally unsuited. 


Another group which derives extra profit from 
the time spent in the Center is made up of 
patients who have left an unsuitable former job 
to take new training or schooling. In some cases, 
the former jobs were unsuitable from the stand- 
point of a tuberculous patient’s physical ca- 
pacity; in others, the jobs were financially un- 
rewarding; and in still others, the work was 
below the patient’s mental and physical capa- 
bilities. Whatever the reason, and in a number 
of instances it was a combination of the three, 
these patients are now in a better position to 
maintain the arrested status of their disease 
while also increasing their earning power. 


There are 69 patients who are now in school 
to learn a trade or profession that is different 
from their prehospital occupation. Eighteen of 
these had been day laborers; 16 had been factory 
workers; 14 farmers; 10 store clerks; and the 
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remainder: truck drivers, kitchen helpers, house 
painters, barbers. Of this group, 5 are in high 
school, 11 in business school, 15 in college, 10 
in technical schools, and 26 in trade schools. A 
high percentage of the ex-farmers are now attend- 
ing business schools or taking business admin- 
istration courses in college, and perhaps one day 
will be among the large class of city office 
workers who long for the good country life. It 
is interesting to note that the former barber is 
about to receive a bachelor of science degree in 
sociology at South Carolina State College, while 
a former kitchen helper and ex-day laborer are 
working hard at barber college to qualify for 
that trade. A former house painter is now in 
his junior year at the Massachusetts Institute of 
Technology, majoring in nuclear physics. Not 
all cases show an interesting interchange of 
trades or dramatic advances, but all have one 
thing in common: they are making a valiant 
attempt to forestall physical breakdown and to 
promote their independence and financial se- 
curity. 


SUMMARY 


A regimen of planned physical reconditioning 
and clinical study preceding discharge of tuber- 
culosis patients from the hospital appears signifi- 
cantly to enhance the probability against reac- 
tivation of disease. During the period from May 
1947 through December 1948, 524 tuberculosis 
patients were discharged from the Physical Medi- 
cine and Rehabilitation Center of the Veterans 
Administration Hospital at Oteen, North Caro- 
lina. Questionnaires sent to these patients in 
August and September 1950 were completed and 
returned by 429 patients, 81 per cent. Despite 
the limitations of a follow-up study made by 
mail, analysis of the data obtained from the 
questionnaires revealed that: 


(a) Patients who remained to complete their 
treatment and arrest their disease prior to dis- 
charge appear to do significantly better than 
those who leave the hospital as quiescent or 
apparently arrested. Of 352 patients discharged 
as “arrested,” 58 (16.5 per cent) have had re- 
lapses. Of 41 patients who left the Center as 
quiescent or apparently arrested, 16 (39 per 
cent) have relapsed. This experience confirms 
the findings of other follow-up studies. 


(b) Equally significant is the evidence that 
only 42 (14 per cent) of the 297 patients who 
are working or attending school have broken 


REHABILITATION CENTER 521 


down as compared with 20 (24 per cent) of the 
84 patients who have never worked since their 
discharge. While it may be that these are among 
the 84 patients who have not worked, a large 
number who had had more serious disease, the 
data does suggest that a more important factor 
is their disinterest in work. These findings sup- 
port our belief that not only is the ex-tuberculous 
patient a good employment risk but that he 
benefits by vocational activity because it is con- 
ducive to more regularity in living habits. 


(c) The data reveal in addition interesting 
phenomena which are somewhat more difficult 
to evaluate. There seems to be a significant dif- 
ference in breakdown among those patients who 
received collapse therapy, including surgery, as 
compared with those who received only bed rest. 
Of the 352 patients who were discharged as 
“arrested,” 248 received collapse therapy, in- 
cluding surgery, and 104 bed rest therapy only. 
Thirty-six (14.5 per cent) of the 248 have been 
reactivated, whereas 22 (21 per cent) of the 104 
bed rest patients have broken down. 


DISCUSSION (Abstract) 


Dr. A. Ray Dawson, Richmond, Va—I have for some 
time been convinced that the tuberculosis patient, in 
comparison with all other categories of patients, receives 
the most from medical rehabilitation in its broadest 
sense. I have watched with great interest the develop- 
ment of the Swannanoa Plan to its present place of high 
efficiency. This plan embodies the fundamental concept 
that a patient who has suffered from tuberculosis must 
learn a new way of life. It is carried out under the 
direct supervision of physicians trained in tuberculosis 
as well as rehabilitation procedures. 


Dr. Bagby says, “It should be pointed out that no 
attempt is made to perform as a training school or as 
an employment agency. The only aim is the appraisal 
of the patient’s work capacity under realistic conditions, 
and his ‘hardening’ under medical supervision so that 
he can engage in selected activity.” 


I was very much impressed with the finding of 14 
per cent reactivation following collapse therapy and 21 
per cent, nearly twice as many reactivations, following 
bed rest alone. Although there can be much discussion 
relative to the value of bed rest alone versus the value 
of collapse therapy, I am sure we all agree that operative 
procedures, whether they be removal of ribs or the 
simple procedure of inserting a needle in pneumothorax 
or pneumoperitoneum, are experiences having a psycho- 
logical effect on the patient and one that impresses upon 
him the need for careful living after cure. Somewhere 
in the realm of the psyche, a patient completes his cure 
of tuberculosis and remains well after this cure. In 
taking clinical histories of reactivated cases we have 
been impressed with the frequency of the finding of 
irregular work habits and uncomfortable living condi- 
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tions such as broken homes, death in the family, prob- 
lem children and the like. These situations seem to be 
associated with reactivation. One of my colleagues who 
reviewed Dr. Bagby’s paper raised the obvious question 
as to the statistical validity of this small number of 
patients and the short duration of time study. I think 
Dr. Bagby has made it abundantly clear that this is an 
interim report which he wishes to give us for comparison 
with our own studies and he has used statistics to em- 
phasize his clinical findings. 


To this I should like to add our clinical findings at 
McGuire relative to the effectiveness of the Swannanoa 
Plan. During the past two and one-half years we have 
transferred to Swannanoa approximately 100 patients. 
In the beginning many of our patients objected to this 
procedure. However, as soon as patients began coming 
home (the majority of our patients are from the Rich- 
mond area), and told of the excellency of the treatment 
which they had received at Swannanoa, the objections 
to transfer rapidly diminished. At present it is ex- 
tremely rare that our patients raise any question relative 
to completing their treatment at Swannanoa. It is now 
accepted by our patient load that, should they need 
Swannanoa treatment, they will be transferred there 
for a period of between three and six months. Those 
patients whom we have interviewed upon completion 
of their Swannanoa treatment have certainly benefited 
physically from their stay in the Swannanoa Hospital 
and have been enthusiastic in their praise of the opera- 
tion of this institution. 


With this clinical finding I am sure that each year 
Dr. Bagby will be able to add more and more con- 
vincing statistics to those which he has already accumu- 
lated for us. If our theory of “learning a new way 
of life” is valid in the rehabilitation of the tuberculous 
case, then it seems to me that this theory is equally valid 
in the rehabilitation of that large group of cardio- 
vascular cases with and without hypertension. There 
is a pressing need for cardiovascular rehabilitation 
centers and I hope that someone will present before this 
section a paper on cardiovascular rehabilitation in the 
near future. In this connection, I have recently visited 
the Altro Workshop in New York City and was im- 
pressed with the excellent results which they are obtain- 
ing in the rehabilitation of the few cardiovascular cases 
which they have added to their tuberculosis rehabilita- 
tion group. 


Dr. George D. Wilson, Asheville, N. C—I would like 
to ask Dr. Bagby concerning the Oteen program, how 
the three year’s activities in rehabilitation have effected 
the reduction of (1) mortality rate; (2) reduction of 
the tuberculous spread to other parts of the body. 

In addition to the facts and figures of the rehabilita- 
tion of tuberculous patients, there is a hidden factor not 
mentioned in this paper; that of teamwork between 
physician and therapists with the immediate patient’s 
physician who must be open minded and request the 
physical therapeutic procedures available. 

By the use of progressively graded physical and 
mental activities of the tuberculous patient we have 
overcome the complacent teaching of rest and more rest. 

From my observations of the past four years of this 
program, one other aspect should be mentioned that 
cannot be measured in dollars and cents or by a labora- 


tory test, and that is improvement in the morale of 
tuberculous patients from despair to hope. 


One of the most outstanding examples of rehabilita- 
tion at this V.A. center and one that clearly demon- 
strated the value of physical medicine is the thoraco- 
plasty program for prevention and correction of spinal 
curvatures. 


Dr. Donald L. Rose, Kansas City, Kan.—Not only 
are statistics apt to be dry, but our judgment sometimes 
tends to be influenced by them entirely. If this latter 
be the case then we may have overlooked one of the 
most promising means of rehabilitation that I have seen. 
We had heard of Dr. Bagby’s plan and wished to employ 
the same type of program at the Veterans Administra- 
tion Hospital at Excelsior Springs, Missouri. We spent 
most of an afternoon two years ago in the office of the 
Chief of Professional Services before he would agree 
to a trial of the program, not to demonstrate its value 
initially, but to demonstrate that it was not dangerous 
to the patient. When we asked for volunteers from the 
eligible hospital patients it was with some reluctance that 
three agreed to enter into the program. From this 
meager beginning, at the present time every eligible 
patient in that hospital enters eagerly and willingly into 
this program, and, as one side benefit from its employ- 
ment, the incidence of discharges against medical advice 
have dropped significantly since the program has been 
instituted. 

I believe this to be an instance in which the physical 
medicine rehabilitation program has contributed a sig- 
nificant advance in medical thinking. This advance in 
my opinion concerns the discarding of the walking pro- 
gram as a criterion of cure in the tuberculous individual, 
a criterion which has persisted tenaciously up to and 
including the present time in many treatment centers. 
It would be well for us to keep in mind the axiom that 
the limitations in medicine may sometimes be not by 
reason of the disease process itself, but by reason of 
adherence to outmoded medical thinking. 


Dr. Bagby (closing) —In 1947, we had only seven 
thoracoplasty patients. None of these had been treated 
specifically with our new program of resistive exercises 
for thoracic surgery. In 1948, we had a large enough 
group and they were included in the total figures. We 
did not break down the figures of which patients re- 
ceived special treatments and which did not, but they 
are all included ir part of the over-all program. 

The mortality rate is difficult to determine. Three 
patients have died during this period from tuberculosis 
and three additional patients have died from other 
causes. These are all we know of. 

We have no figures on the spread of the disease. We 
can only tell you that our entire medical staff, with 
possibly a very small percentage of what we would call 
die-hards, are heartily behind the program. We have 
no difficulty in obtaining the cooperation of the medical 
staff to send patients to this program. I did not mention 
in the paper the physical medicine measures for the bed- 
ridden patients or the patients with active disease. Of 
course, that is important. We cannot get the patients 
into our Center and cannot get them to go through the 
program unless they have been indoctrinated and re- 
ceived benefits all along the line from the rehabilitation 
program. This is summarily a part of a total program. 


TUBERCULOSIS IN PREGNANCY, LABOR 
AND PUERPERIUM* 


By J. Morris Reese, M.D. 
and 
CLARENCE W. Martin, M.D. 
Baltimore, Maryland 


The question of the co-existence of pregnancy 
and tuberculosis has been a topic for discussion 
for a number of years, opinions on the subject 
varying between wide extremes. Thus while 
many maintain that pregnancy has a deleterious 
effect on the course of pulmonary tuberculosis, 
others believe this to be entirely untrue. Figures 
vary greatly but the most recent statistics appar- 
ently show no great difference in the comparative 
mortality figures between the pregnant and the 
nonpregnant tuberculous patients. The type and 
character of the associated pulmonary lesions is 
now considered the more important factor. Evi- 
dence can be produced which shows that with 
proper medical care, sufficient rest, adequate 
diet, good environmental surroundings, and the 
early initiation of prenatal care, pregnant pa- 
tients with tuberculosis apparently are no worse 
risk than the analogous nonpregnant woman. 


The old view expressed by Young! in 1926, 
no longer can be considered valid: 

“For the virgin no marriage, for the married no preg- 
nancy, for the pregnant no confinement, for the mother 
no suckling.” 

Medical opinions have changed. It is not at 
present believed that the tuberculous patient 
should not marry, or that pregnancy should not 
be allowed or even encouraged in a quiescent 
state of tuberculosis. Also some believe that lac- 
tation is now prohibited only when there is posi- 
tive sputum with the resultant danger of direct 
infection of the baby. 


Attempts to solve the ever-present problem of 
the pregnant tuberculous patient have been made 
and it was with the idea of a resumé of pertinent 
facts that this paper was prepared. Inasmuch 
as the incidence of the condition varies widely 
in different localities we have not attempted to 
give any tables on incidence or parity, but we 
will limit ourselves to facts and opinions. 


Kobrinsky? emphasizes the fact that because 
of the surgical treatment now available for most 


*Read in Section on Obstetrics, Southern Medical Association, 
a yey Annual Meeting, St. Louis, Missouri, November 
-16, 1 § 
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patients with pulmonary tuberculosis, women can 
be carried through pregnancy, labor, and puer- 
perium with mortality and morbidity results 
practically the same as those for nonpregnant 
women of similar age with similar lesions. In 
one series the mortality rate was 36 per cent for 
pregnant women with tuberculosis and 33 per 
cent for nonpregnant women with tuberculosis. 


Before we can satisfactorily treat any patient 
we must first understand the disease. Hence, 
before we accept any pregnant woman, we must 
of necessity know many pertinent facts about 
her. Not the least of these facts can be elicited 
by a careful family and past history giving spe- 
cial attention to the environmental factors of the 
home life. Each expectant mother should be 
questioned closely regarding her living conditions, 
her associates, her family, and possible past or 
present contacts. Her economic standard of 
living and its possible influence on her health 
should be evaluated. If there is the slightest 
suspicion of tuberculosis revealed in the history, 
we should be more than ever on our guard to 
diagnose a chest involvement. A thorough chest 
examination should then be done but the results 
of the physical examination should not alone be 
accepted as final. X-ray examination is manda- 
tory in all suspected cases. We should examine 
and re-examine until we are definitely sure of a 
positive or negative diagnosis. If at any time 
during the prenatal course the patient should 
show any symptoms of cough which does not 
respond to the usual treatment, and less fre- 
quently dyspnea, lassitude, loss of weight or 
failure to gain weight, hoarseness, night sweats 
or blood streaked sputum, a complete re-evalua- 
tion of the chest is indicated. 


After a positive diagnosis of tuberculosis has 
been made in the gravid woman, the question of 
further treatment presents itself. A considerable 
change in attitude has developed towards pul- 
monary tuberculosis associated with pregnancy 
in the past few years. It was accepted until a 
few years ago that pregnancy commonly led to 
a marked exacerbation of tuberculosis and that 
therapeutic abortion constituted the best treat- 
ment, provided that it could be performed during 
the first few months. It is the early or mod- 
erately advanced cases which offer the problem 
to the chest specialist and the obstetrician since 
it is generally admitted that little hope can be 
entertained for those with advanced lesions. 
Tuberculosis has little or no effect upon fertility 
except when there is marked debility or when 
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there is secondary genital tuberculosis. Prema- 
ture delivery, especially in far advanced cases, 
is still open to investigation, for positive proof 
that tuberculosis predisposes to premature labor 
has not as yet been proven; likewise there seems 
to be little tendency to abortion or postpartum 
hemorrhage, both of which conditions have been 
advanced as possible results of the tuberculosis. 


The mortality of tuberculosis in pregnancy is 
from 20 to 35 per cent so that the management 
of the tuberculous pregnant woman takes on an 
added significance. This high figure is obtained 
largely because of a relatively few pregnancies 
in far advanced tuberculous patients. The mor- 
tality in this group classified as far advanced is 
better than 50 per cent and this, when included 
with the moderately advanced and minimal 
group, brings the figure up to a high level. 


The management of pregnancy complicated 
by tuberculosis is divided into two major aspects: 
(1) from an obstetrical standpoint and (2) from 
the standpoint of the phthisiologist. It is the 
obstetrical aspect which we shall discuss first. 
Probably in no other complication of pregnancy 
is adequate prenatal care more definitely indi- 
cated. Inasmuch as the average incidence of 
tuberculosis when history and physical examina- 
tion alone are used is 0.75 per cent, it is astound- 
ing to discover that when x-ray and fluoroscopy 
are included in the antepartum examination the 
incidence of tuberculosis is approximately 2 per 
cent. This last statement more than bears out 
our insistence on adequate x-ray chest examina- 
tion. Therefore, let us again emphasize that all 
pregnant women receive routine chest x-ray 
examination. 


When the tuberculous and obstetrical manage- 
ment are both conducted properly, and use is 
made of collapse therapy, with adequate manage- 
ment of the tuberculosis and delivery, a solid 
foundation is built on which the successful care 
of the tuberculous patient rests. In the routine 
prenatal care of the tuberculous woman, com- 
plete history and physical examination including 
routine Rh determination, complete blood work- 
up, serologic tests, urinalysis, and weight deter- 
mination should be obtained. It must be empha- 
sized to the patient the necessity of complete 
cooperation at all times between herself and her 
physician. More intensive prenatal care and 
more frequent visits should be stressed. Strict 
alertness to the recognition of the early develop- 
ment of any of the usual complications of preg- 
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nancy and the institution of adequate treatment 
at once for these complications is demanded. All 
primigravida should have routine x-ray pelvic 
measurement. Multigravida who have shown any 
pathologic condition with previous pregnancies, 
such as prolonged labor, stillbirths, or inertial 
type of labor, should also have pelvic x-ray 
studies. In patients who have had previous 
cesarean sections, placentography should be ob- 
tained to establish the location of the placenta. 
Evaluate reasons for previous cesarean sections 
and determine whether previous indications for 
sections are still present. From the standpoint of 
the phthisiologist one of the most important 
factors responsible for the better results more re- 
cently obtained is that the pregnant tuberculous 
patient is treated more actively. Pregnancy is 
no contraindication to any of the active forms of 
collapse therapy such as pneumothorax, pneu- 
molysis, or thoracoplasty. In all cases sanatorium 
care including the usual strict rules of bed rest 
and diet are most desirable. If it is impossible, 
due to any cause, to hospitalize a patient, it is 
necessary that analogous care be given at home. 
Work is avoided by bed rest at home under 
optimal conditions, both prior to and subsequent 
to delivery. 


Pregnancy is no contraindication to the use 
of antibiotics, and therefore streptomycin is used 
freely wherever indications for its use are present. 
Other drugs such as para-aminobenzoic acid, or 
para-amino salicylic acid are used either alone or 
in conjunction with streptomycin. The effect of 
streptomycin on the baby are just now being 
studied and no extensive literature on this sub- 
ject is yet available. However, it does not seem 
to alter the percentage of live births. The com- 
plications which might arise such as eighth nerve 
involvement have not yet been carefully studied. 
In a recent article in the American Journal of 
Obstetrics and Gynecology, Kistner’ reports the 
use of streptomycin in pulmonary and extra- 
pulmonary tuberculosis. One of these cases was 
a tuberculous pericarditis which was treated with 
apparent cure. He feels that streptomycin did 
not produce any toxic effect on mother or baby. 

While therapeutic abortion might be considered 
for social or economic reasons, from a strictly 
medical standpoint, the indications for thera- 
peutic abortion are practically nil. Every author 
seems to have his own standard, differing little 
in the final analysis, but all agree that if preg- 
nancy is to be terminated it should be terminated 
prior to the twelfth week. There is no advantage 
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in interrupting pregnancy in the advanced forms 
of tuberculosis, for in these cases we are con- 
sidering fetal salvage rather than maternal sal- 
vage. In recapitulation, let us quote the findings 
of Cerruti Francisco* of Rio de Janerio: 

(1) Pregnancy has little influence on the evolution 


ot tuberculosis, especially of tuberculosis under treat- 
ment, 


(2) Interruption of pregnancy does not improve the 
evolution of the bacillary process. 


(3) Pregnancy should not be interrupted, but intensive 
modern phthisiotherapy should be used, as pregnancy 
does not restrict the full action of collapse therapy and 
the eventual use of streptomycin. 


(4) There is no advantage in interrupting pregnancy 
in the advanced forms of tuberculosis. 


(5) Never perform an abortion after the third month 
of pregnancy. 


Bring the gravida to labor in the best possible 
physical condition. The method of delivery for 
the tuberculous woman is one that must be care- 
fully decided upon after close study of the in- 
dividual case. A woman with a quiescent lesion 
who has had adequate care during pregnancy 
may be handled during labor like any other preg- 
nant woman except for the anesthesia. Improper 
use of analgesia and anesthesia in the pregnant 
tuberculous woman can do more harm than no 
anesthetic at all. Drugs which abolish or dimin- 
ish the cough reflex and the function of voluntary 
expectoration should be avoided. Such drugs as 
morphine, scopolamine, iso-amylethyl barbituric 
acid, and tribromoethanol fall into this class. 
Also, ether and chloroform are more dangerous 
than gas or local anesthesia because of the pro- 
longed postoperative unconsciousness they pro- 
duce, during which the patient may aspirate 
tuberculous material into an uninfected portion 
of the lungs, thus causing a spread. Pentobarbital 
sodium, paraldyhyde, and codeine as well as 
phenobarbital are the safest drugs to use. Local 
pudendal block is suitable in many cases with 
the occasional use of cyclopropane or nitrous 
oxide. Saddle-block anesthesia and caudal anes- 
thesia, either continuous or single dose, are to 
be highly recommended when given by a trained 
anesthetist under constant supervision. Avoid 
the pitfalls of labor. Each patient should be 
individually evaluated as to the prognosis of 
fairly easy delivery per vaginam. Prolonged 
labor should be avoided; labor should be made 
as easy and as comfortable as possible and 
attempts at artificial delivery should not be made 
until the head is on the perineum and the cervix 
is fully dilated. A tuberculous patient bears 
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shock poorly, so that every precaution should 
be taken to avoid shocking procedures. Avoid 
blood loss and if blood loss exceeds 400 cc. 
immediate transfusion should be given. In face 
of a borderline pelvis or any pelvic contracture, 
a large baby, malpresentation, or breech presenta- 
tion in primigravida, cesarean section should be 
electively performed. During labor the patient 
should be satisfactorily kept under analgesia as 
mentioned above and fluid balance should be 
maintained. Needless to say, isolation precau- 
tions are mandatory. In a case in which labor 
has been progressive and satisfactory and the 
head is on the perineum and the cervix fully 
dilated, it is desirable to shorten the second stage 
by routine episiotomy and low forceps delivery. 
The decision to do a cesarean section must be 
carefully weighed. Many authors advocate ce- 
sarean section in cases in which there is some 
doubt as to the ability of the pulmonary lesion 
to withstand the strain of labor, also in those 
cases further complicated by cardiac and renal 
lesions, excluding eclampsia. We cannot empha- 
size too strongly the individual evaluation of 
each patient. 

It has been stated that in the puerperium and 
a few months following it, women are very vul- 
nerable to the effects of tuberculosis. Most im- 
pressions of the deleterious effects of tuberculosis 
during the puerperium come from the experience 
of obstetricians with a few cases of progressive 
pulmonary disease that go to a fatal ending after 
delivery of a child. Outside of such evidence, 
there is no proof that the woman in the puer- 
perium is more susceptible to tuberculous disease. 
Probably the most important thing during the 
puerperium and the months following it is to 
treat the tuberculosis, and if the tuberculosis is 
under control the prognosis for the future is good. 
If, however, on the other hand, in spite of therapy 
the pulmonary lesions progress, the prognosis is 
bad. This falls into the therapeutic scope of the 
phthisiologist and again there is no contraindica- 
tion to the surgical treatment of tuberculosis 
once the immediate puerperium has been passed. 
It is reliably said that any change in the mother’s 
condition should become evident within two 
months following parturition and any change 
after that should not be attributed to pregnancy 
or labor. 

Congenital tuberculosis is a rare occurrence, 
but does occur; the first authentic cases were 
reported by Schmurl-Birch-Hirschfeld in 1891. 
Congenital tuberculosis may occur if the organ- 
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isms enter into the fetal circulation from a pla- 
cental tubercle, or by the aspiration into the 
lungs of the fetus of infected amniotic fluid. 

Siegel5 in the American Review of Tuber- 
culosis in 1934 found that the organs predom- 
inantly involved were the lungs, liver, spleen, 
gastro-intestinal tract and kidneys. However, for 
all practical purposes one may dismiss the con- 
sideration of congenital tuberculosis in any par- 
ticular case so that the child of a tuberculous 
woman is the equal of the child of a healthy 
mother if it is immediately isolated from ex- 
posure. 

The baby and the mother should be separated 
following delivery and it has been advised that all 
babies of tuberculous mothers receive inoculation 
with Bacillus Calmette-Guerin vaccine. This is 
especially advised if complete separation from the 
mother cannot be accomplished. 


SUMMARY 


A review of pulmonary tuberculosis and preg- 
nancy has been presented, not as a statistical 
study but with the objective of presenting clinical 
opinions of the management of pregnancy, labor 
and the puerperium when complicated by tuber- 
culosis. 


In the past few years, a considerable change in 
attitude has developed toward pulmonary tuber- 
culosis associated with pregnancy; and the 
opinion that pregnancy commonly led to a 
marked exacerbation of the disease and that 
therapeutic abortions constituted the best method 
of treatment has been revised. It is now felt that 
pregnancy and tuberculosis may co-exist without 
particular added detriment to the mother pro- 
vided the tuberculosis is treated adequately and 
the pregnancy managed properly. Pregnancy 
offers no contraindications to either the surgical 
or medical treatment of tuberculosis and the 
mortality and morbidity results are practically 
the same for the pregnant tuberculous woman as 
they are for the non-pregnant woman of similar 
age and lesions. 


In our routine prenatal examination we should 
be alert to diagnose tuberculosis and an x-ray 
examination of the chest as a routine in all 
pregnant women is mandatory. Adequate pre- 
natal care of the tuberculous patient has been 
emphasized, this prenatal care to be handled by 
both the obstetrician and chest man working in 
cooperation. The danger signals of activation of 
pre-existing lesion or a new lesion have been 


mentioned and proper cooperation of the patient 
has been stressed. 

Each case of pregnancy associated with tuber- 
culosis must be carefully individualized as to 
the method of delivery. A woman with a qui- 
escent lesion may be handled during labor and 
delivery like any other pregnant woman except 
for the analgesia and anesthesia which must of 
necessity be modified because of the pulmonary 
lesion; and for the avoiding of drugs which 
depress respiration and cough reflex. On the 
other hand, cesarean section is the procedure of 
choice in patients with tuberculosis and compli- 
cated obstetrical conditions such as contracted 
pelvis, prolonged labor, and uterine inertia; and 
it is also the procedure of choice in cases which 
develop major complications during their labor 
such as uterine inertia or prolonged labor. 

Be on guard against anemia in the pregnant 
tuberculous woman. 


These patients bear shock poorly and blood 
loss must be avoided. 


Clinically, congenital tuberculosis need not be 
given any great consideration. 


The baby and mother should be separated fol- 
lowing delivery and the baby inoculated with 
Bacillus Calmette-Guerin vaccine. 
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DISCUSSION (Abstract) 


Dr. Joseph A. Hardy, Jr., St. Lou's, Mo—With most 
of the opinions which have ‘been express sed I find myself 
in complete agreement. I disagree with the implication 
that tuberculosis is to be looked upon as a complication 
of pregnancy. Perhaps I am being over academic and I 
may be accused of splitting hairs but it is my feeling 
that our attitude should be just the reverse of this. I 
believe that, just as the woman with heart disease who 
becomes pregnant is best thought of as essentially a 
cardiac problem, so too the gravid tuberculous woman 
should be considered as primarily tuberculous and only 
incidentally pregnant. Such an orientation will lead to 
the most satisfactory approach to the problem. 

The authors have rightly stated that there has been in 
recent years a radical change in medical opinion con- 
cerning the proper handling of the tuberculous patient 
who becomes pregnant. There are a number of reasons 
for this change. The more active surgical treatment of 
tuberculosis, the fortunate advent of antibiotic therapy 
and the gradual accumulation of statistical evidence of 
the fallacy of many formerly held opinions as to the 
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eifect of pregnancy upon tuberculosis have all played a 
part. Many of the erroneous opinions previously held 
resulted from a failure to make a distinction which was 
nicely expressed by Stewart and Simmonds writing in 
the British Medical Journal for November 8, 1947. They 
call attention to the difference between ‘child bearing” 
and “infant rearing” and point out that the latter pursuit 
with its added duties of night rising, extra washing, re- 
current handling and lifting and bathing is a much 
greater strain than that imposed by a relatively physi- 
ologic pregnancy or even a well-conducted labor. 

It is indeed held by some clinicians in the field of 
chest diseases that many tuberculous patients are bene- 
fited by pregnancy. Their reasoning is based upon the 
observation that pulmonary tuberculosis commonly at- 
tacks the apical portion of the lung and that, as a result 
of the elevation of the diaphragm and encroachment 
upon the lung bases by the mass of the pregnant uterus, 
a sort of physiologic partial collapse occurs with resultant 
increased ventilation of the infected apex. 

I am glad that Dr. Reese directed our attention to 
the importance of proper choice of analgesia and anes- 
thesia. It is desirable to avoid inhalation anesthesia as 
completely as possible. My own preference is for saddle- 
block spinal anesthesia following barbiturate analgesia. 
I think further that the second stage of labor, with its 
increased muscular effort, should be shortened so far as 
practical to do so by the judicious employment of 
episiotomy and forceps delivery. 

I suspect that I am less inclined to resort to cesarean 
section for the delivery of these patients than are the 
authors. I do not, for example, consider breech presenta- 
tion or the so-called border-line pelvis an indication for 
elective cesarean delivery nor would I be anxious to 
accept the increased risks of abdominal section in the 
case of the tuberculous woman who also suffers from 
cardiac or renal disease. 


Finally, I should like to point out the observation 
which has been made by many investigators that the 
danger periods for the patients we are discussing are 
during the first trimester and immediately postpartum, 
and to raise the question of the possible significance of 
this observation in the light of the experimental evidence 
of Luris and his co-workers that estrogen retards the 
dissemination of tuberculosis in rabbits chiefly by reduc- 
ing the permeability of connective tissue. Perhaps our 
tuberculous patients should receive estrogen during those 
phases of pregnancy and the puerperium when that hor- 
mone is normally at a relatively low level. 


Dr. Garth L. Jarvis, Galveston, Tex—Dr. Reese and 
Dr. Martin have substantiated several clinical impressions 
we have gained from a limited experience with this type 
of patient. These are: (1) that careful evaluation of 
each patient with any suggestive history of chest dis- 
ease is necessary and probably all patients should have 
chest x-rays; (2) that the treatment must be one of 
cooperation between the internist and the obstetrician; 
(3) rarely is tuberculosis per se an indication for inter- 
ruption of the pregnancy. Many times the obstetrician 
must exert extreme resistance or he will be asked to 
interrupt all such pregnancies; (4) each patient should be 
carefully individualized as to method of delivery as well 
as the type of analgesia and anesthesia; (5) the infant 
should be immediately isolated from the mother, so that 
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the mother will not infect the infant and so she can 
continue her rest incident to the treatment of the pul- 
monary tuberculosis. I can speak with no experience 
as to the use of BCG vaccine in infants born to these 
infected mothers. In view of the experience of other 
men it would seem to be very sound judgment to use it. 
use it. 


Dr. Hugh G. Hamilton, Kansas City, Mo—There is a 
suggestion that I should like to lay before you for your 
consideration: that on the initial visit of the patient to 
the obstetrician, among other laboratory tests there be 
included a Mantoux test, and all patients who have a 
positive Mantoux test should be subjected to a chest 
plate. Thus, no undiagnosed case of tuberculosis in 
pregnancy will slip by without the expense to the patient 
of chest plates in Mantoux negative women. 


Dr. Reese (closing)—In Baltimore, a number of the 
local obstetricians have gotten together with the roent- 
genologist, and because of the fact that we send all of 
our patients routinely to him for chest examinations, the 
price, and after all price is important, of the routine 
chest film which he takes has been cut in half. This is 
a courtesy which he has given us and he is cooperating 
with us in trying to pick up tuberculosis in our pregnant 
women. 

In our obstetrics clinic at the University of Maryland, 
we do routine chest examinations on each and every 
one of our patients. 


THE NATURAL CHILDBIRTH ILLUSION* 


By ArtHUR J. MAnpy, M.D. 
RosBert Farkas, M.D. 
ERNEST SCHER, M.D. 

and 

THEODORE E. MAnpy, M.D. 

Baltimore, Maryland 


There are a number of important issues upon 
which the Grantly Dick Read! program of nat- 
ural childbirth can be challenged. The five with 
which we are concerned are the validity of his 
theories regarding the etiology of pain in labor; 
the necessity for active participation of the pa- 
tient during childbirth; the rationale for his 
preliminary training routines; its questionable 
superiority over caudal and other disciplines of 


*Read in Section on Obstetrics, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 

*From the Obstetrical and Gynecological Psychosomatic Clinic, 
Sinai Hospital, Baltimore, Maryland. 

*The authors are deeply grateful to Dr. Alan F. Guttmacher and 
Dr. David Silberman for their cooperation in this work at Sinai 
Hospital Obstetrical and Gynecological Psychosomatic Clinic; also 
to Dr. John C. Whitehorn and Dr. Esther Richards at the Henry 
Phipps Psychiatric Clinic, Johns Hopkins Hospital, for their help 
and interest; and are especially indebted to Mrs. Doris Dunlap for 
her able assistance in the preparation of this manuscript. 
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obstetrical analgesia; and finally the widespread 
applicability of his program. 

Like psychoanalysis, natural childbirth is as 
much a personal philosophy as it is a system of 
medical practice. But unlike Freud, who was 
quick to recognize the limitations of analytic 
psychology, Read has consistently exaggerated 
the usefulness of his own procedure. As a result 
natural childbirth has been oversold. 

Despite this criticism, it is impossible to deny 
the importance of Read’s basic contribution. Not 
since James Simpson’s pioneer efforts in obstetri- 
cal anesthesia, more than one hundred years ago, 
has anyone so effectively focused attention upon 
the emotional needs of the expectant mother. 
Through his dynamic personality, his inspired 
devotion to his work, and his indomitable 
missionary-like spirit, Read gradually developed 
a program through which he believed that child- 
bearing could be made a more satisfying experi- 
ence for the mother. 


Those who have attacked the program most 
vigorously have done so on the basis of its faulty 
philosophic concepts. In a scholarly critique 
from the Harvard Medical School last year, 
Duncan Reid? indicated that Read’s anthro- 
pologic and psychiatric speculations are both pre- 
mature and unproved. This was a devastating 
blow, since these speculations unfortunately 
formed the basis of many of the principles by 
which Read hoped to create a healthier bond 
between mother and child. But as we pointed out 
in the discussion of Duncan Reid’s paper,’ this 
criticism did not alter that portion of the pro- 
gram which recommends greater emotional sup- 
port for the patient in labor as a substitute for 
analgesic drugs. 


In order to comprehend the genesis and mean- 
ing of Read’s work, one must remember that 
his program was originally patterned for the 
needs of his own locale. Only later was it trans- 
lated into concepts which have been modified 
for application to other parts of the world. Dur- 
ing the past quarter century, obstetrics in Eng- 
land has been vastly different from that which 
we have known in this country. Whereas in 
America, research in obstetrical anesthesia and 
analgesia had achieved a high degree of pain 
relief without appreciably increasing the risk to 
mother or child, no comparable progress was 
witnessed in England. 


Last year the editors of the British Medical 
Journal published some very revealing statistics 


regarding current analgesia practices in England.* 
No more than 5 per cent of all mothers confined 
at home were given any pain relief in labor. 
No more than 48 per cent of mothers confined 
in the hospital were offered relief of pain. The 
majority of all deliveries were at that time being 
conducted by midwives, and probably still are. 
When pain relieving drugs were employed, they 
consisted chiefly of chloral, potassium bromide, 
tincture of opium, morphine, chloroform and 
ether. In safe dosage most of these drugs were 
unsatisfactory; in effective doses they were not 
without danger. 

Under the existing conditions it is understand- 
able why Read should have felt compelled to 
make dramatic changes. And anyone who has 
observed his great personal charm and dignity 
can readily understand why the technic he chose 
was for him the most appropriate. That Read 
has been able to utilize these qualities of his 
personality effectively to enhance the conduct 
of his patients’ labors has never for a moment 
been doubted. 


DYNAMICS OF NATURAL CHILDBIRTH 


Read’s original concept of the fear-tension- 
pain syndrome in labor is broad enough for 
general acceptance. It is not difficult to under- 
stand how a moderate degree of discomfort in 
certain women can be magnified by fright and 
fear of the unknown to almost intolerable pro- 
portions. The increased sensation of pain may 
arise from the tissues locally, due to dysfunction 
of the reproductive mechanism, or it can result 
from a distorted interpretation of pain, centrally, 
on the basis of anxiety, tension and fear. 

After concluding that fear of childbirth was 
a culturally induced hazard, Read formulated a 
program which would more favorably prepare his 
patient for her labor. Eventually this procedure 
crystallized itself into an elaborate system of 
education, diet, exercises and relaxation technics. 
Whether or not one agrees with these theoretical 
concepts, there can be little doubt that the pro- 
gram answers a purpose for many women to 
whom this added attention is important. But 
whether or not this program can, by strict defini- 
tion, be called natural childbirth is debatable. 
While Read has referred frequently to the ease 
with which primitive women give birth and com- 
pared it to the hardships which the modern 
women endure, he did not imply a return to 
primitive obstetrics with all of its attendant 
morbidity and mortality. No preliminary care, 


‘ 

‘ 

| 

| 


Vol. 44 No. 6 


no drugs, no interference, frequently no child and 
occasionally no mother: that was truly natural 
childbirth, a procedure little resembling the mod- 
ern programs which now masquerade under the 
same title. 

We submit that the term natural childbirth, 
as it is loosely applied in this country today, is 
a misnomer. It not only bears little resemblance 
to the ancient obstetrical practices, but by its 
complex ritualistic technics it is in many ways 
less natural than a modern caudal delivery. 
Careful observation of the programs employed 
throughout this country has left us with the 
following impression. Natural childbirth is con- 
ceived in the belief that maximum participation 
from an alert patient is essential to the develop- 
ment of a healthy emotional relationship between 
the mother and her offspring. In preparation for 
this experience, the patient is initiated through 
a series of highly unnatural training technics. 

Originally the proponents believed that this 
program of indoctrination would abolish pain in 
labor by removing fear of childbirth. Today 
every honest investigator knows that analgesia 
is indispensable to a broader application of any 
natural childbirth program. Without analgesia 
the procedure becomes what Galloway® has face- 
tiously called “pain without fear.” 


Thoms and his co-workers at Yale no longer 
stress freedom from pain in patients participating 
in their program. But while analgesic drugs and 
anesthetics are now available, emphasis is still 
placed upon the fact that a normal, well-prepared 
woman cannot only endure the discomfort but 
even benefit from that experience. A number of 
their patients unquestionably deliver without the 
use of any analgesia. A great many more are 
assisted by varying amounts of pain-relieving 
drugs. It is interesting to speculate upon just 
what part of Read’s program natural childbirth 
depends most for its effectiveness. 


Education has little value other than super- 
ficial reassurance and desensitization of the com- 
mon superstitions which surround the subject of 
pregnancy. Certainly if one ventures too deeply 
with the patient into the anatomy and physiology 
of childbirth, that experience can be more anxiety 
provoking than anxiety alleviating. 


Thus far we have had very little more faith 
in the role of exercises, since they are not only 
a nuisance but are seldom adhered to except by 
obsessive women. These feelings are supported 
by Rodway’s® careful study which included 340 
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exercise participating patients and a similar group 
of controls. She could find no appreciable dif- 
ference in the length and type of labor, hemor- 
rhage, lacerations, relief of pain, or infant mor- 
tality between the two groups. 

In contrast to these other factors, however, 
relaxation technics constitute the cornerstone of 
every natural childbirth program. Read, Thoms’ 
and others have long recognized that a patient 
who fails in this one phase of her indoctrination, 
cannot successfully cooperate in their program 
without the assistance of adequate analgesic 
drugs. What they seem unable to recognize is 
the significance of this observation. Despite their 
protests to the contrary, relaxation and sugges- 
tion (subtly used throughout the program) are 
sufficiently related to the phenomenon of hyp- 
nosis to explain any of the physical success that 
can be achieved through natural childbirth. This 
does not add mystery to their method; quite the 
reverse, it makes order out of chaos. Those 
familiar with the medical applications of hypnosis 
accept it willingly as a valuable therapeutic 
adjunct.® 


At great length Read expresses the fear that 
the stigma of hypnosis would bring discredit to 
him and eventually undermine public confidence 
in his work. But it would have been infinitely 
more important for him to have explained this 
phenomenon, accepted the relationship, and de- 
fended its application. Certainly in reviewing 
Read’s description of the behavior of some of 
his patients, it is difficult to understand why he 
labors so over the distinction. He writes, for 
example: 


“Those who have learned relaxation not infrequently 
lay as if in a trance throughout the first stage, and 
throughout the second stage their receptivity to stimuli 
was lowered to such an extent that many were un- 
conscious of incidents that occurred and words that 
were spoken during that time.”! 


Could anyone but Read distinguish this from 
the usual light trance state of hypnosis? In 
defense Read argues naively that his patients 
are not actually asleep and will respond to ques- 
tions and commands. 

Wolberg® has pointed out, however, that pa- 
tients in an initial hypnotic trance are rarely 
asleep and therefore almost always deny that 
they have been hypnotized. In an interesting 
paper on relaxation, Pascal!° writes: 

“Simple relaxation seems to be sufficiently far along 


on the hypnotic continuum to facilitate recall and to 
increase the suggestibility of the patient.” 
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We have frequently demonstrated to the house 
staff of several hospitals that complete surface 
anesthesia can be induced with nothing more 
than the simple relaxation that Read describes. 
Earlier this year one of us did a classical cesarean 
section using the same technic for anesthesia. 

The program of training for relaxation is 
essentially the same as for hypnosis, and in prac- 
tice we have yet to see a well relaxed patient 
who was not an excellent hypnotic subject. In 
fact, our first successful delivery with natural 
childbirth occurred in a patient whom we later 
learned was the best hypnotic subject of a local 
psychiatrist (Dr. J. H. Conn). In both hypnosis 
and relaxation the candidate must not only have 
an abiding faith in the program, in the therapist 
or in the institution concerned, but she must 
also have a personal need for that particular 
procedure. And it is more than simple coinci- 
dence that the relative success which can be 
achieved through natural childbirth is statistically 
not different from the relative hypnotizability 
of the public at large. 


THE PSYCHOLOGIC ASPECTS OF NATURAL 
CHILDBIRTH 


In many instances preparation for natural 
childbirth furnishes a patient with the much 
needed security that comes with increased per- 
sonal attention and moral support. It provides 
an opportunity for others to use their natural 
endowments to achieve a degree of recognition 
otherwise unobtainable. Another significant con- 
tribution has been the reintegration of the long- 
forgotten husband into the total family setting. 
There are, nevertheless, a number of important 
limitations that seem to have been entirely over- 
looked. 

For physiologic as well as psychologic clarifica- 
tion, one must recognize that anxiety in preg- 
nancy is not the result of a single emotion of 
fear of childbirth upon an otherwise normal 
psyche. It is rather the reflection of the patient’s 
entire personality in relation to that specific 
event. Long before the actual labor a woman’s 
emotions have been influenced decisively by the 
level of her psychosexual maturity and the kind 
of adjustment she has previously made to mother, 
father, siblings, husband and colleagues. She 
may fear many things besides labor, such as 
increased responsibility, loss of freedom and 
companionship, economic deprivation, or inade- 
quate housing. For any or all of these reasons, 
she may be overwhelmed with hostility and guilt 


toward both her husband and her offspring. 
Klein, Potter and Dyk,!! in a timely monograph 
entitled “Anxiety in Pregnancy and Childbirth,” 
enlarge upon many of these findings which sig- 
nificantly parallel those of other investigators. 
They found, for example, as did Frieda Fromm- 
Reichmann,!? that outright acceptance or rejec- 
tion of the pregnancy is less common than an 
ambivalent attitude, which is generally an ex- 
pression of the unconscious emotional conflicts 
of these women. Evidence of pre-existing emo- 
tional immaturity, indicated by disturbed marital 
and sexual adjustments, unfavorably influences 
the behavior, attitudes, and physical wellbeing 
of patients during pregnancy and childbirth. 
Especially significant was the finding that anxiety 
about pregnancy or childbirth, while uniformly 
present in every patient under study, is rarely 
presented as a spontaneous complaint. 


The importance of the role of unconscious emotional 
conflicts was recently illustrated in two of our patients. 
The first we have described in an article entitled “The 
Emotional Aspects of Obstetrical and Gynecological 
Disorders.”!3 The second was a 25-year-old woman 
who had been married six years, during which time 
she had had three spontaneous abortions. The first and 
second trimesters of this pregnancy were characterized 
by frequent somatic complaints, although she denied 
any emotional factors in her illness until nine weeks 
before term. At this time her symptoms were insomnia 
and general irritability, and though she expressed con- 
cern over the outcome of the pregnancy, she was not 
disturbed about the fate of the baby. In several brief 
analytic interviews the entire dynamics of her problem 
were clearly elucidated. 


The insomnia began with frequent nightmares about 
dying during childbirth and culminated in a state of 
panic, which at first she could not explain. Through 
gradual ventilation we learned that this young woman 
was a spoiled, only child of wealthy parents, married 
to a man who was also an only child. During her 
marriage there was constant competition with her 
mother-in-law for her husband’s affections. Because 
of the previous abortions, coitus had been restricted 
during the first four months of pregnancy. When her 
husband refused, however, during the second trimester 
to have relations with her, she interpreted this as a loss 
of interest which she attributed to his mother’s vicious 
influence. For several weeks prior to her insomnia she 
had been daydreaming that if her mother-in-law would 
die her difficulties with her husband would be imme- 
diately resolved. She was able partially to excuse these 
death wishes on the basis that the mother-in-law un- 
doubtedly wished her the same fate. Eventually she 
became convinced that “the old witch” had put a curse 
on her not to survive this pregnancy. 

During this disturbed period she relentlessly nagged 
her husband for more open demonstrations of affection 
and confessed, “For a while I was acting more like 
my mother-in-law than myself.” After three interviews, 
she could accept with full insight the unconscious ele- 
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ment of the hate-guilt-fear mechanism which ultimately 
produced her panic. By assuming a more passive atti- 
tude toward her husband their relationship once more 
became normal and the pregnancy terminated unevent- 
fully in the birth of an eight-pound son after a seven- 
hour labor. 

This interesting case is typical of many which 
we have encountered in our work, and dra- 
matically illustrates why the deep-seated fear and 
anxiety in these patients are not accessible to the 
peripheral approach of the natural childbirth 
program. 

Regarding the first of these patients,!* Good- 
rich,!4 who has contributed extensively to 
the literature on natural childbirth, recently wrote 
us: 

“I was very glad that you made the point that the 
natural childbirth preparation program is not effective 
in allaying the anxieties concerning other things than 
labor pains. I have felt for some time that the most 
such a program can hope to do is to attack the super- 
ficial and mostly conscious anxieties concerning preg- 
nancy and labor themselves. I also have observed that 
patients who have deeper anxieties are often classified 
as ‘failures’ by their attendants, who seem to feel that 
the program has failed in some way with these patients.” 

Some of our grievances can undoubtedly be 
traced to the widespread confusion which re- 
sulted from the early, unbridled publicity attend- 
ing the introduction of natural childbirth into 
this country. In a psychiatric tidal wave, the 
public was almost submerged by popular maga- 
zine articles which recommended natural child- 
birth, rooming-in plan, and demand schedule 
breast feeding as a panacea for the emotional 
disorders which commonly beset both the new 
mother and her child. 


Although one is ordinarily accustomed to gross 
exaggerations in the lay literature, Read himself 
cannot escape some of the responsibility for this 
dilemma. Directly from his own writings come 
the statements which have been used for the 
propaganda to regiment a nation of women into 
a system obviously suited to only a portion of 
them. Last year, for example, he wrote: 

“Pain is an emotional anomaly; fear of childbirth is 
an artefact to which society has justifiably suc- 
cumbed.”17 And again, “I have found that in over 
90 per cent of uncomplicated births, women refuse 
analgesia or anesthesia.” “Children who have been born 
according to the laws of nature will be evidence of its 
psychological value as they grow to maturity. It will be 
easy to recognize those who were born with instinctive 
maternal guidance in the first few moments of their 
lives,”18 

If proven, these challenging claims would cer- 
tainly justify the widespread extension of his 
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doctrines into obstetrical practice. But there is 
at present no evidence to document them. 


Perhaps the most objectionable feature of these 
programs is in their emphasis that any normal 
woman can be delivered by natural childbirth. 
It is a condemnable act that attempts to stigma- 
tize all those who fail to participate, particularly 
when the benefits of full participation are far 
from established. If after delivery the infant 
develops a feeding problem, or even worse, bed- 
wetting or thumbsucking, the average mother has 
every reason to become guilt-ridden. Has she 
not been repeatedly warned that natural child- 
birth is necessary to establish a healthy emotional 
bond with her child? 


Nothing has been said in the current literature 
of what happens to the natural childbirth mother 
after the glamor and attention of the hospital 
has been withdrawn, leaving her like a disillu- 
sioned Cinderella. To believe that all mothers 
who have successfully experienced natural child- 
birth are more emotionally mature is an illusion. 
We have recently had evidence that just the 
reverse may be true. One of our patients, eight 
months postpartum, made a modest attempt at 
suicide; another, five months postpartum, is 
threatened by her husband with divorce because 
she is still sexually frigid; and still another has 
developed an intractable neurodermatitis. It is 
entirely conceivable that natural childbirth may 
act not so much to develop a more mature ex- 
pectant mother, but rather to encourage her de- 
pendence upon an important, authoritative figure, 
supported by formal, complex ritualistic routines. 


COMMENT 


Since analgesia and anesthesia have been ac- 
cepted as an integral part of the natural child- 
birth program, it is difficult to understand in 
what way it is superior to the caudal technic as 
developed and recommended by Hingson.!? When 
successfully administered, “caudal patients” ap- 
pear equally euphoric and enthused about having 
had their babies in this manner, conscious during 
the delivery but unconscious of the discomforts 
which natural childbirth patients experience. 


Even if one should concede the desirability of 
more active participation of the patient, several 
factors limit its applicability. In the first place, 
few hospitals are equipped with sufficient funds 
or trained personnel to take on the added burden 
which the natural childbirth program requires. 
And despite any of these factors, the program 


2 
q 
fe 
f 
' 
‘ 
i 
3 
7 
? 


532 SOUTHERN MEDICAL JOURNAL June 1951 


can never be fully applied to the entire obstetrical 
population. Too many patients, because of seri- 
ous emotional disorders, are resistant to such an 
approach. 


SUMMARY AND CONCLUSIONS 


(1) Insofar as the program of natural child- 
birth is applied within the limits of the needs 
of the individual patient, it can serve as a val- 
uable obstetrical adjunct. No single system, how- 
ever, can be expected to bring about, through 
regimentation, universally successful reforms. 


(2) Since the success of the program depends 
chiefly upon the faith and good relationship of 
the patient with her doctor, we believe that less 
complex but equally effective management can 
be substituted for the current preliminary pro- 
cedures. 


(3) Natural childbirth differs from other good 
obstetrical routines today only in that the patient 
is prepared to participate consciously in her de- 
livery. Whether this is really important remains 
to be proved. 
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DISCUSSION (Abstract) 


Dr. Thomas Benton Sellers, New Orleans, La—For 
more than four decades there has been a concerted effort 
to reduce pain due to parturition. Practically all com- 
mercial pharmaceutical companies have given special 
emphasis to this most important work. They, in turn, 
have enlisted the cooperation of the obstetricians in 
medical centers for the clinical application of various 
analgesic and anesthetic agents. During the past thirty- 
five years it has been my privilege to see the birth of 


analgesics in obstetrics; anesthesia has grown from a 
pitifully undernourished infancy to its present perfected 
maturity. Dramatic progress has been made, for which 
the medical profession and the women of America are 
deeply indebted to the pharmaceutical firms and the 
clinical research workers. 

Yet the lay magazines, while performing a unique 
service in health education, have perhaps been over- 
zealous in some of their publicity in favor of heavy 
sedation, unintentionally creating an unreasonable de- 
mand by American women for relief of pain in child- 
birth. This, coupled with the desire of aggressive ob- 
stetricians to please their patients, has caused the pen- 
dulum to swing too far. Therefore I believe that Grantley 
Dick Read’s work and the publicity which it has gained 
in America have come at a very opportune time. 


I find myself in accord with practically everything that 
Dr. Mandy has said. He has sized Read up well—a 
dynamic crusader who, having found a method applicable 
to the needs of his country, is exaggerating the benefits 
and attempting to sell it to the world. 


Nevertheless, his technic is serving a useful purpose in 
delivery rooms all over the country. Having been con- 
vinced that childbirth is a natural procedure, that much 
of the pain “felt” is actually fear of more pain to come, 
and that some women can have labor with no drugs, 
our patients today are going into labor with a markedly 
new outlook. Few demand to be completely knocked 
out, which was the order of the day two years ago. 
We are allowed to give the patient a sensible amount of 
sedation at a reasonable time; she no longer feels that 
her physician has let her down if she remembers any 
part of her labor. 


Dr. Mandy has not dwelt on what is, to me, the 
outstanding benefit of the Read technic: the genuine, 
excited pleasure a woman experiences as she consciously 
and actively cooperates in the birth of her baby. This 
benefit is paralleled, however, by the danger of allowing 
the patient to start over-enthusiastically to have a “nat- 
ural childbirth.” She must be guarded against a sense of 
guilt and failure, if, finding the pains far above any pain 
she has imagined, she begs for all the sedation she can 
get. But regardless of whether anesthesia and analgesia 
are used, the mother’s sense of active participation can 
accompany her from the labor room through the post- 
partal ward. This alone will serve to obviate much of 
the misery. 


We prefer to think of our own program in the manner 
of Thoms, who directs the patient toward childbirth with 
understanding, rather than childbirth without fear. Be- 
tween the frightened woman who is completely knocked 
out with her first pain, and the overambitious patient 
who determines to depend solely upon the panacea of 
relaxation and exercise, we must find and follow a plan 
of understanding direction of labor. 


In our own private practice we are offering help and 
encouragement to those women interested in the teachings 
of Read. To assist them, we have organized a class 
which meets at night and which is conducted by a nurse 
trained in the New Haven school. Only after a woman 
has expressed interest is she invited to attend as a sort 
of extra-curricular activity. So far, our results have 
been encouraging in this screened group, whose psy- 
chological approach equips them with a keen interest in 
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this type of delivery. The chief encouragement lies in 
the fact that these women have happier labors. 


Dr. Walter A. Ruch, Memphis, Tenn—Grantly Dick 
Read has focused the spotlight of world attention upon 
the emotional needs of the expectant mother in his pro- 
gram of so-called natural childbirth. Certainly none of 
the exponents of natural childbirth programs in this 
country today fail to give Read credit for the enunciation 
of his principles. 


It is unfortunate, however, that the public has been 
so confused by the unbridled publicity given the subject 
by the lay press. Dr. Mandy and his co-authors point 
out that thus far no one has told us what is meant by 
natural childbirth, not even Read. Goodrich, in “Natural 
Childbirth,” a manual for expectant parents, says, ‘“Re- 
duced to its essence, natural childbirth is best described 
as intellectual, physical, and emotional preparation for 
childbirth, to the end that mothers realize their poten- 
tialities and in so doing enjoy the bringing forth of their 
babies.” 


Read, in his book, “Childbirth Without Fear,” says, 
“There is no physiological function in the body which 
gives rise to pain in the normal course of health.” In 
other words, if a woman experiences pain in labor it is 
due to some pathologic condition. In contrast to this, 
Javert and Hardy, in their article, “Measurement of 
Pain Intensity in Labor,” make the following statement, 
“The regimen known as ‘natural childbirth’ has little if 
any effect on the pain intensity in labor. However, it 
does produce a satisfactory reaction pattern in the patient 
comparable to that obtained with moderate doses of 
heroin, morphine and demerol,® and morphine and sco- 
polamine,® in contrast to that of unprepared or un- 
medicated patients. This method of psychological control 
of labor governs the reaction pattern, but does not de- 
crease the actual pain experienced by the patient.” At 
this point I would like to ask the question, what is this 
if not hypnosis? Read, however, seems to object to the 
word, hypnosis. 


Amos Christie, in the foreword of Thoms’ book, 
“Training for Childbirth,” says that training for child- 
birth does not necessarily mean training for painless 
childbirth. It is an educational program or technic de- 
signed to allay fear and tension, to promote physical 
relaxation, and by a series of exercises to condition the 
muscles for the physical labor involved in normal birth. 
He also says that Thoms does not consider the technic 
a failure if the mother at certain stages of labor calls for 
drugs and anesthesia. 


After attending patients in labor for the past twenty 
years, during which period many hours have been spent 
in the labor room at the bedside of my patients, I am 
convinced that these women do experience pain. I am 
sure, however, that the threshold of pain varies from 
zero to 100 per cent. If much time is spent in the labor 
room, one cannot help realizing also that the demand for 
pain relief has increased to enormous proportions in the 
past ten or fifteen years. No doubt many of the patients 
would have performed as well or better without the use 
of drugs had only they been encouraged to do so. 


Every woman is entitled to witness the birth of her 
baby if she so desires and I am sure proper prenatal 
training will do much to dispel her fears and relax her 
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for an easier labor. By the same token, in a country 
that has made as much progress as our own United 
States in perfecting obstetrical analgesia and anesthesia 
with little appreciable risk to mother and child, I see no 
reason why any woman in labor should not be able 
to choose the drug route without being ashamed or 
ridiculed. 


Very few hospitals can carry out the elaborate pro- 
gram which is in force today in New Haven. It would 
be wonderful if they could. The ‘“‘ccommon labor room” 
in which five or six women are in labor at the same time, 
many of whom have been over sedated to the extent 
that they are screaming and trying to climb out of bed, 
is in use in the majority of hospitals today and should 
be discontinued. No matter how much time has been 
spent in dispelling fear during the prenatal period, it 
cannot offset the mental shock that these patients re- 
ceive. All of us practicing obstetrics can do something 
to correct this. 


There is no doubt in my mind that both relaxation 
and elimination of fear are the prime factors in produc- 
ing easier labor. Just how much value can be placed 
upon the diet, exercise, and other procedures of the 
various training programs now in force is questionable. 


The adaptation of the principles of “natural childbirth” 
to private practice will always have to follow individual 
patterns. 


Dr. James R. Bloss, Huntington, W. Va—It would be 
of much help in the antepartum care of women if all of 
us would advise our parturients to get McCall’s Maga- 
zine for November and read the article entitled “Make 
Mine Old Fashioned.” 


The author, who says she has just had her sixth con- 
finement, presents a plea to have her confinements “old 
fashioned.” The common sense psychology of this article 
is important. Physicians will find it interesting. 


Dr. Howard A. Farrar, Manchester, Tenn—As Will 
Rogers has said, ‘We are all ignorant, only in different 
branches,” and as we grow older we realize how little 
we know. We overdo sedation in childbirth. But to 
build up the idea of natural childbirth without granting 
that the patient suffers pain is being fanatical. Even we 
physicians are faddists. One of us thinks a spinal is the 
only anesthesia; another may say that it is ether. We 
wax enthusiastic over the use of one drug for a certain 
condition. Think back about the furor created by caudal 
anesthesia in obstetrics by a few prominent men, then 
that of natural childbirth. With all the excitement one 
has to be practical, as I have found from 16 years prac- 
tice in the Tennessee hills. We have to remember that 
each patient is an individual. 


When I first started in practice all my obstetrical cases 
exhibited fear and anxiety. As I look back, I believe 
that much of this was perhaps the reflection of my own 
fear and anxiety feelings. 


Now I agree with the old-timers, who have remarked, 
“If you can handle the members of the family of the 
patient in labor, you will be able to manage the patient.” 
To instill confidence and trust in the patient, the phy- 
sician must take time to talk to them, to educate them, 
and to prepare them for their ordeal. I have delivered 
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babies in the home with all the relatives and neighbors 
in attendance; in the hospital with fewer on hand; have 
seen the fear of the future grandmother reflected in her 
daughter. I have tried all manner of sedation, capsules, 
injections and prayer. Many patients can be calmed by 
one or the other or a combination. Coming from a family 
of physicians, my grandfather, father and brother, I like 
to recall many of my grandfather's terse and wise re- 
marks. One of them which comes to mind at the 
moment, “If you build up a patient spiritually and 
morally, he can stand anything,” applies to the obstetrical 
patient. 


We read that in this day of great wisdom and educa- 
tion we lack hardship, are overprotected in many cases 
and pain becomes more intense. Many illiterate people 
endure their pain with little outward show while the 
over-privileged refuse to endure it and demand much 
sedation, 


The attending physician’s attitude toward the patient 
and his disposition have a great deal to do with the 
patient’s composure. Are we willing to help them, suffer 
with them, or do we wish to rush them through, knock 
them out, get them off our hands as quickly as possible? 
A great deal depends upon the doctor’s attitude. 


Dr. Curtis J. Lund, New Orleans, La—There is one 
comment about the value of exercises in preparation for 
delivery; we have been interested in cardiac studies in 
pregnancy for a good many years, and I think unques- 
tionably that cardiac patients do have shorter, more 
rapid, more easy labors than most other patients. Yet 
many of these patients, of course, are bed-ridden or 
confined to bed and have had no preparatory exercises 
whatsoever. 


Dr. Mandy (closing) —To reiterate what the other 
discussors have said, we also believe that natural child- 
birth is a suitable adjunct in obstetrics. When adapted 
to the individual patient it is an ideal form of prepara- 
tion, but one cannot establish it as a system into which 
all patients must be regimented. 


In regard to the question on fetal abnormalities, this 
will always be a distressing situation to the mother who 
is conscious during the childbirth procedure. Fortunately, 
however, the serious anomalies are not too frequently 
encountered. 


If it is true that fear of childbirth can produce com- 
plicated labors then we should anticipate a reduced 
incidence of this complication if the natural childbirth 
program effectively eliminates that fear. There is no 
evidence available at present, however, to indicate that 
uterine inertia has been materially altered in those clinics 
employing natural childbirth. 


In closing we would like to emphasize that, as natural 
childbirth is being broadly applied today, it is scarcely 
different from the procedure employed by most good 
obstetricians in regard to analgesia and anesthesia. A 
large proportion of natural childbirth patients receive 
substantial amounts of anesthesia and analgesia, but not 
enough to render them unconscious during the delivery. 
If the obstetrician will simply devote enough time to 
relieve the most obvious anxieties of his patients, less 
drugs will be required during labor, from which both 
the expectant mother and her offspring will benefit. 
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THE TREATMENT OF ENDOMETRIOSIS* 


By DEANE D. WALLAcE, M.D. 
Little Rock, Arkansas 


Endometriosis is that condition in which tissue 
resembling the uterine mucous membrane occurs 
outside the uterine cavity. Two distinct types 
exist: internal endometriosis (or adenomyosis) 
in the uterine wall, and external endometriosis 
outside the uterus. It is with the latter type that 
this discussion will dwell. 


The true incidence of endometriosis is ex- 
tremely difficult to evaluate. It has been vari- 
ously reported as being present in from 10 to 80 
per cent of pelvic laparotomies. The disorder 
would seem to manifest a distinct seasonal varia- 
tion. Its frequency appears to increase in pros- 
perous times. By watching the surgical boards one 
might suspect that the disease is most prominent 
when the cotton crop has brought a good price. 
Surgery for this disease is done often in some 
cities and rarely in others. 

The greatest age incidence for endometriosis 
is generally given as 35 years. Many of the 
diagnoses appear to be made at laparotomy; 
therefore, I feel sure a true picture of the inci- 
dence in earlier age groups is not commonly 
recognized. Dysmenorrhea and abdominal pain 
in the second decade of life may well represent 
early lesions. 


Endometriosis may be present with other pel- 
vic disease. In the series which follows, one- 
third of the patients had myomas and two-fifths 
had evidence of ovarian failure. Uterine retro- 
dispiacements were present in practically one- 
fourth of the cases. 


The diagnosis of endometriosis in early stages 
is not easy. In later stages the diagnosis is more 
simple, but pelvic inflammation and cancer must 
be ruled out. A carefully taken history is of the 
utmost importance. By palpation, enlarged ad- 
herent ovaries, a shallow posterior vault, and 
nodules in the cul-de-sac are diagnostic points. 
Often there is limitation of uterine mobility. 
X-ray is of limited value. Culdoscopy seems 
helpful but requires special training. Our aim 
should be to decrease the large percentage of 
cases of endometriosis not diagnosed until lap- 
arotomy. 


*Read in Section on General Practice, Southern Medical Asso- 
ciation, Forty-Fourth Annual Meeting, St. Louis, Missouri, No- 
vember 13-16, 1950. 
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As a means of describing the typical symptoms 
of endometriosis, I wish to present a summary 
of 45 laparotomies at which endometriosis was 
found: 


Symptom Per Cent 
(1) Dysmenorrhea _. 69 
(2) Lower abdominal pain 40 
(4) Constipation and obstipation — 
(5) Sterility 29 
(6) Sacral or coccygeal pain - 
(7) Pelvic pressure sensations......_._»_»»> 20 
(9) Brown pre- or postmenstrual discharge. 11 


Fifty-five per cent of these cases demonstrated 
hard, fixed nodules in the cul-de-sac or along the 
uterosacral ligaments on rectovaginal palpation. 
This fact emphasizes this method of examination 
for diagnosis of this disorder. 


The chief sites of involvement are shown 
below: 


Site Per Cent 
Diffuse peritoneal implants... 
Uterosacral ligaments 
Sigmoid 2 
Bladder 2 


In a recent review Greentree! lists the fol- 
lowing characteristics of endometriosis: 

1) Pregnancy is an efficient prophylactic against 
endometriosis. 
Pain frequently subsides during a normal preg- 


nancy and reappears after a variable period of 
time after a normal pregnancy. 


(3) More pain occurs with ovulatory menstruation 
than in anovulatory menstruation. 

Minimal pain can occur with extensive lesions 
and extensive pain with minimal lesions. 


(2) 


(4) 


(5) Removal or irradiation of both ovaries will re- 
lieve the symptoms and cause the lesions to 
subside. 

(6) A simple hysterectomy will frequently relieve the 
symptoms. 

(7) A presacral neurectomy gives relief in 70 per cent 
of cases. 


(8) A periarterial ovarian neurectomy will frequently 
relieve the pain of ovarian endometriosis. 


Endometriosis is extremely difficult to treat. 
One can apply no single therapy to the disorder. 
Probably no other disease calls for a more thor- 
ough study of the patient’s situation. The pa- 
tient should be individualized carefully making 
the best possible bargain for her with her disease. 
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Almost always treatment is a compromise. I 
hope to outline the various forms of treatment 
by the presentation of several case histories. It 
is evident that these cases were carefully selected 


to show that the given treatment could be suc- 
cessful. 


Case 1—A woman, 29 years old, para 3, with no 
complaints, had cul-de-sac and vaginal implants, con- 
firmed by biopsy. No treatment was undertaken. This 
patient appeared for a routine gynecologic examination. 
She has been followed for two years and is still symp- 
tom free. This case demonstrates that the presence of 
endometriosis does not necessarily indicate treatment. 


Case 2—A woman, 24 years old, gravida 0, had cres- 
cendo dysmenorrhea with pain radiation to the rectum. 
There were small cul-de-sac and uterine nodules. Treat- 
ment consisted of dehydration therapy one week prior to 
menstruation, and simple antispasmotics during men- 
struation. 


This case illustrates that patients with endo- 
metriosis can often be controlled by routine 
dysmenorrhea therapy. Certain new drugs are 
quite effective in decreasing premenstrual water 
retention. Agents directed at relieving vasospasm 
are frequently effective in eliminating uterine 
pain. In this case treatment has been entirely 
effective for the past six months. 


Case 3—A woman, 32 years old, para 0, gravida 1, 
complained of dysmenorrhea, backache, and meno- 
metrorrhagia. Examination disclosed uterosacral nodules, 
and enlarged, adherent ovaries. Free testosterone 10 mg. 
by buccal tablet each night for 4 months was given. 
Her symptoms were alleviated after 3 weeks. Return of 
symptoms occurred 2 months after cessation of therapy. 


Androgen therapy is often successful as a form 
of palliation in endometriosis. As_ illustrated 
here it is not curative. Repeated courses of 
therapy are needed. It may be helpful in gain- 
ing time for further pregnancies or for delaying 
the date of castration. It seems best suited for 
the younger age groups. Care should be taken 
to avoid treating patients with masculine char- 
acteristics. Patients should be observed during 
treatment for arrhenomimetic signs. 

Buccal tablets of free testosterone are easily 
administered. However, one may prefer twice 
weekly injections of testosterone in water in 
doses of 25 to 50 mg. Depending upon the 
situation, therapy is continued for a course of 
from 4 to 6 months. Courses are repeated as 
necessitated by return of symptoms. A third 
form of testosterone therapy is subcutaneous 
pellet implantation.2 An average dosage is an 
implantation of 225 mg. of testosterone. In this 
manner symptoms may be relieved for from 4 
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to 8 months. Testosterone has the added ad- 
vantages of stimulating the appetite, promoting 
the patient’s sense of well being, and increasing 
libido. 


Case 4.—A 27-year-old woman, unmarried and 
gravida 0, complained of a painful abdominal incision. 
Endometriosis was detected in the pelvic laparotomy 
scar. Stilbestrol was given for six months, and the re- 
sult was complete fibrosis of the endometrial implants. 

In this case the suggestions of Karnaky3 were fol- 
lowed. It was felt that this patient was not a suitable 
candidate for testosterone therapy because of her hypos- 
thenic habitus, flat breast, and moderate facial hirsutism. 
The dosage was started at 0.5 mg. each night and in- 
creased by 1 mg. each 4 nights until a 5 mg. dosage was 
reached. This dosage was maintained for 4 weeks at 
which time the patient started to spot. She was given 
10 mg. of stilbestrol every 15 minutes for 10 doses be- 
fore the spotting cleared. Her daily dosage was then 
increased to 15 mg. daily. It was necessary to stop 
spotting and to increase the maintenance dosage for 
this patient every 2 to 8 weeks. At the end of 4 months 
the dosage of stilbestrol was gradually reduced over a 
period of 3 weeks. The patient bled heavily after the 
stilbestrol was withdrawn. She had moderate nausea 
and occasional vomiting throughout treatment. Six 
months later there have been no symptoms in the scar. 


Case 5—A woman, 24 years old, gravida 0, colored, 
complained of sterility, crescendo dysmenorrhea, and 
dyspareunia. A retroflexed, adherent uterus was found, 
and cul-de-sac nodules. 

Operation consisted of removal of the uterine and 
uterosacral ligament nodules; freeing of adnexa; sus- 
pension of uterus; and presacral neurectomy. Relief of 
symptoms was obtained. 

This case is unusual in that the patient was colored. 
The treatment is representative of the so-called con- 
servative surgery therapy in endometriosis. When this 
type of treatment is selected, several procedures are 
generally carried out. Whether by coincidence or as a 
result of surgery, this patient who had been sterile for 
5 years became pregnant six months after surgery. The 
dysmenorrhea and dyspareunia were relieved. 


Case 6—A woman, 38 years old, para 2, complained 
of pelvic pain and irregular bleeding. Bilateral, adherent, 
ovarian cysts were found. A total hysterectomy was 
done with bilateral salpingo-oophorectomy. Relief of 
symptoms was the result. 


Treatment short of castration must be con- 
sidered as palliative and not curative. Surgery, 
if the condition of the patient permits, seems 
preferable to irradiation. Irradiation may be 
used following surgery if symptoms recur due 
to incomplete removal of ovarian tissue. 


The problem is simple when the age of the 
patient, the extent of the disease, and the un- 
importance of conserving ovarian function justify 
radical operation. 
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SUMMARY 


An analysis of 45 proved cases of endome- 
triosis is given. Six case histories selected to 
demonstrate various types of therapy are pre- 
sented. The importance of careful individuali- 
zation of each patient with endometriosis is 
stressed. 
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DISCUSSION (Abstract) 


Dr. James Barker, Little Rock, Ark—Dr. Wallace has 
given us a cross section of the clinical groups of endo- 
metriosis and has emphasized two salient and important 
points: first, that of individualization of the patient and, 
second, that of conservatism particularly in the group 
in the child-bearing age. 

When the diagnosis of endometriosis is established, 
the age of the patient, the severity of her symptoms, 
her desire for children and the extent and location of 
the disease, influence the decision as to the ideal treat- 
ment for that particular patient. 


The patients in the older age group who have had 
their children present little problem. After a fair trial 
on conservative therapy, namely, sedation, endocrine 
therapy or both, they can be treated by more radical 
surgical procedures. 

Thus the treatment of endometriosis is a problem 
chiefly among younger women in the child-bearing age 
and particularly among those who have no children. 
The desire to preserve the child-bearing capacity and 
the endocrine function in these patients creates this 
problem. 


Even in this group in a small percentage of cases the 
symptoms may be so severe that they outweigh con- 
sideration of pregnancy and a radical procedure must 
be done. However, the majority of the cases will fall 
into the category of those desiring a fair trial at con- 
servative therapy in the hope of obtaining the desired 
pregnancy. 

Many patients in the group with minimal disease 
and symptoms can be treated by mild sedation and 
watchful expectancy with satisfactory results. When we 
attempt to evaluate hormone therapy, objections to un- 
proved cases arise. However, I believe that endocrine 
therapy in young patients with minimal complaints at 
least helps to corroborate the diagnosis if it subdues the 
symptoms, and it may enable the physician to carry 
his patient to an age when more radical treatment would 
not be so costly. Androgen therapy may prove its use- 
fulness among patients treated by conservative surgery, 
in whom the diagnosis has been confirmed, and in whom 
symptoms or pelvic findings suggest recurrence or re- 
sidual pathology to a degree that does not warrant 
castrataon or reoperation. 

In considering conservative surgery in this group of 
patients we are confronted with two important ques- 
tions. First, what are the chances for relief of symp- 
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toms, or for progression or recurrence of the disease 
demanding later radical surgery or radiation; and second, 
what is the outlook for future pregnancy? Bacon, at 
the Free Hospital for Women, Brookline, Massachusetts, 
in an attempt to answer these questions reviewed a 
series of 138 cases, which I was able to observe, of intra- 
abdominal pelvic endometriosis, diagnosed grossly and 
histologically and treated by laparotomy at which the 
child-bearing function was anatomically preserved. His 
results showed: 


(1) In regard to the number of cases relieved of 
symptoms: 


Number Per Cent 
Relieved 49.3 
Partially relieved Rey 21.0 
29.7 


(2) Twenty-nine and six-tenths per cent required later 
radical surgery or irradiation. 


(3) Of the women in this group who were married 
and who wanted children, he found that 26.8 per cent 
delivered a total of 39 living children. The average 
interval between operation and delivery was 2.7 years. 

In conclusion, I, too, should like too emphasize the 
importance in the treatment of endometriosis, of indi- 
vidualization of the patient and the need for con- 
servatism in the treatment of the patient in the younger 
age group. 


Dr. Phil C. Schreier, Memphis, Tenn —How seriously 
should we consider the possibility of endometriosis as 
we deal with every day problems in our offices? 
Among the symptoms listed on the slides were pelvic 
pain and irregular pain, both of which are common to 
many pathologic conditions and even in the complete 
absence of any explanation. Is the diagnosis of endo- 
metriosis to be uppermost in our minds as the explana- 
tion? My answer is no. The incidence of endometriosis 
is not so great as to be brought into focus every time 
we examine a patient who has some induration or 
nodules or resistance in the uterosacrals. I do not want 
to decry or belittle the importance of realizing the 
possibility of endometriosis but to jump to the con- 
clusion that we are dealing with a condition of this 
nature too soon may precipitate heroic or surgical attack 
unjustifiably. We in this general practice section are 
concerned with relief by conservative measures before 
the patient is referred for surgery. Even though we have 
reason to suspect the possibility of endometriosis we 
should bear in mind minor degrees of inflammatory 
disease. The differential diagnosis is not easy and often 
impossible even in the hands of the experts. It is impor- 
tant to know that even in the presence of many of the 
clinical criteria, operation fails to reveal endometriosis 
and on the contrary when least suspected it may be 
found. In the child-bearing age or as long as the pelvic 
organs have important functions to perform, the physi- 
cian should make every effort to relieve the symptoms 
with medical measures. One can often sell the young 
patient on the idea of pregnancy by telling her she will 
thereby get more for her money and at the same time 
more permanent benefit than either a complete or in- 
complete pelvic operation would give her. 


Dr. Wallace (closing) —I have only one point to 
stress, and that is about the incidence of endometriosis. 


I have found that when I myself cut the pathologic 
sections and do the microscopic analysis, the incidence 
of endometriosis seems to rise. When the tissue is left 
to the routine incisions and decisions of the general 
pathologist, the incidence of endometriosis appears to 
fall. 


THE TREATMENT OF IDIOPATHIC 
PRURITUS ANI WITH ADENOSINE- 
5-MONOPHOSPHATE* 


By Joun G. Matt, M.D. 
Tulsa, Oklahoma 


While administering adenylic acid to a group 
of patients suffering from Hodgkin’s disease, 
Rottino,! of New York, noticed that the only 
two patients having pruritus experienced an 
abrupt cessation of this symptom, although the 
course of the primary disease remained un- 
effected. 

Following this observation treatment was ex- 
tended to a group of patients suffering from 
pruritus due to other causes. Of these cases 18 
were idiopathic pruritus of the vulva, crotch or 
anus. In almost all cases the itching was severe 
and had run the usual gamut of salves, rays and 
injections. Of these 18 cases all but 4 obtained 
from 75 to 100 per cent relief of their symptoms. 
A subsequent report? indicated that 4 of the 
relieved cases had relapsed but that the others 
had maintained their freedom from this harassing 
affliction. | 


The following clinical study was undertaken 
in order to evaluate the merit of adenylic acid 
as an effective agent for the treatment of idio- 
pathic pruritus ani. 


THE PROBLEM OF ESTABLISHMENT OF CONTROLS 


Because of the nature of pruritus ani, a com- 
pletely objective gauge of results is difficult, if 
not impossible. Appearance of the skin was an 
unreliable index because the itching may not 
show any change even when clinical observation 
indicates a marked improvement of the condition 
of the peri-anal integument. Since satisfactory 
objective yardsticks were not available it was 
necessary to base results upon a critical and im- 
partial evaluation of the patients’ symptoms, 
attempting to eliminate error from this source 


*Read in Section on Proctology, Southern Medical Association, 
—— Annual Meeting, St. Louis, Missouri, November 
13-16, 1950. 
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by the use of proper controls. An added diffi- 
culty which came to mind was the fact that 
idiopathic pruritus ani undergoes spontaneous 
remissions. Thus, an accurate evaluation of the 
efficacy of adenylic acid was difficult because a 
natural remission in the course of the disease 
could easily have been falsely attributed to the 
coincidental administration of the drug. 

In order to control these difficulties the fol- 
lowing control procedures were adopted: (1) Be- 
cause evaluation of the effect of adenylic acid 
had to be made on the basis of subjective symp- 
toms, and to avoid any psychogenic effect, the 
patients in the control group received injections 
of a solution of saline which was identical in 
its “feel” to subcutaneous administration of 
adenylic acid. Because of the somewhat cumber- 
some method of administration required it was 
expected that the psychotherapeutic effect would 
be great, but it should be expected to occur with 
equal frequency in both the control and treated 
groups. (2) Mild cases were not included in 
the study. By choosing patients with moderate 
to severe symptoms who had had the condition 
for relatively long periods of time it was hoped 
that the possibility of error due to natural re- 
missions would be reduced. (3) The initial group 
of patients was placed alternately in the con- 
trol and in the treatment groups. Later some of 
those who had been in the control group and 
who had not been benefited by administration 
of the saline solution were persuaded to submit 
to a second course of injections; this time re- 
ceiving the adenylic acid itself. The beneficial 
effects reported by this sub-group of patients 
seems to be good evidence that the control data 
at least were significantly accurate. 


ADENOSINE-5-MONOPHOSPHATE 


There are two forms of adenylic acid, one de- 
rived from yeast (adenosine-3-monophosphate) , 
the other from muscle (adenosine-5-monophos- 
phate). The latter was the substance used in this 
study. It was supplied* in an aqueous solution 
containing 20 mg. per cc. of adenosine-5- 
monophosphoric acid as the sodium salt: 


H-C C-N | 
iii SCH 
N-C-N<——— CH—CHOH- CHOH-CH-CH,; 0-P=0 
| 


OH 


*The preparation used was supplied through the courtesy of 
Dr. E. K. Harvill, of Ernst Bischolf, Inc., Ivoryton, Connecticut, 
who distribute it under the trade name “My-B-Den.” 
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Tablets are also available for sublingual ad- 
ministration, each tablet containing 20 mg. of 
adenosine-5-monophosphate. 


Administration, Dosage and Side Effects.— 
The dosage given was one cc. intramuscularly 
every hour for five doses on each of three con- 
secutive days as recommended by Rottino. Sub- 
sequent injections were not given and all other 
therapy was omitted. 


At the onset of the study the tablets were 
given sublingually to seven patients, following 
the same dosage schedule. This mode was aban- 
doned because of 100 per cent failure to achieve 
any degree of relief. Oddly enough the only 
reaction encountered in the entire study occurred 
in a young woman who developed diplopia, 
vertigo and suboccipital pain after she had taken 
six doses of the sublingual tablets. There were 
no reactions in any of the other cases except 
that occasionally one would complain of a mild 
stinging sensation at the site of injection lasting 
for only a minute or so. 


Selection of Patients——A large group of in- 
dividuals complaining of pruritus ani were care- 
fully screened to exclude all exhibiting one or 
more of the following abnormalities: (1) A his- 
tory of allergy; (2) physical evidence of ano- 
rectal disease other than pruritus; (3) the 
presence of parasites in the stools; (4) a positive 
urine sugar test; (5) a history of having recently 
taken aureomycin. Fifty-one were found to have 
none of the above signs and symptoms. These 
were classed as “idiopathic” and were the ones 
on whom this report is based. 

Initially alternate patients selected by the 
above criteria were given the adenylic acid 
preparation or the placebo. Later in the study, 
9 of the patients originally given the placebo 
were persuaded to take a “second course of 
treatment” during which they received the active 
agent. The degree of involvement was graded 
from 1+ to 4+, the former being limited to 
patients presenting minimal complaints over a 
short period of time and showing no perianal 
skin changes. These mild cases were rare, the 
majority of the patients showing all degrees of 
skin involvement varying from mere excoriations 
or fissuring to extreme degrees of edema, hyper- 
keratosis and oozing. 


RESULTS 


The results of treatment were evaluated on 
the basis of relief of symptoms classified as 
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worse, unchanged, 25 per cent improved (1-++), 
50 per cent improved (2+-), 75 per cent im- 
proved (3+) and completely asymptomatic 
(4++-). These findings are given in Table 1. It 
is apparent that 79 per cent of the 35 patients 
receiving the adenosine-5-monophosphate were 
either asymptomatic or were improved following 
the period of therapy as compared to 44 per cent 
of 25 control patients. Four cases previously un- 
affected by sublingual administration responded 
to intramuscular injections of adenylic acid. No 
patient was made worse by the treatment. 
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Of particular interest is the fact that of 9 
patients who had not been relieved by the 
placebo, 6 were benefited by the use of the 
actual drug itself. 


A number of the cases showed a striking 
change in the condition of the perianal skin 
which rapidly lost its grey soggy fissured appear- 
ance to become normal in appearance and 
texture. 


Confirmation of Rottino’s observation that 
there is no relationship between the duration of 


RESULTS OF ADMINISTRATION OF ADENYLIC ACID 


Case Age Sex Severity Duration Relief Appeared Duration 
1 30 M 3 plus 10 mo. 0 ae 
2 41 F 4 plus 3 mo. 2 plus 2nd day 14 wks. 
3 28 F 4 plus 5 wks. 1 plus 2nd day 7 dayst 
5 43 M 2 plus 2 mo. 3 plus 3rd day 3 wks.* 
6 43 M 2 plus 7 mo. 4 plus Ist day 13 mo. 
7 36 F 3 plus 4 mo. 3 plus 4th day 7 mo. 
8 32 F 2 plus 6 wks. 3 plus 2nd day 13 mo. 
9 39 F 4 plus 7 yrs. 2 plus 2nd day 3 mo.t § 
ll 42 M 2 plus 5 mo. 3 plus 2nd day 13 mo.§ 
12 37 F 2 plus 3 wks. 2 plus Ist day 13 mo. 
13 56 M 3 plus 6 yrs. 2 plus 2nd day 1 yr. 
15 33 M 2 plus 1 mo. 4 plus 3rd day 15 wks.§ 
17 65 M 3 plus 10 yrs. 4 plus Ist day 1 yr.§ 
19 45 F 3 plus 1 yr. 
20 26 M 2 plus 4 mo. 2 plus 3rd day 10 mo. 
21 36 M 4 plus 2 mo. 4 plus 2nd day 10 mo. 
22 31 F 3 plus 18 mo. 0 ee ll (ee 
23 52 M 3 plus 2 yrs. 3 plus 2nd day 14 wks.t 
25 26 M 2 plus 1 yr. 4 plus 2nd day 6 mo.t 
26 30 M 2 plus 6 mo. 1 plus Ist day 3 mo.t 
27 43 M 4 plus 2 yrs. 0 
28 26 F 2 plus 3 mo. ? ? ?t 
29 61 F 4 plus 4 mo. 4 plus 3rd day 10 mo. 
30 39 M 2 plus 4 mo. 0 soseaas Jaen 
31 42 F 3 plus 10 mo. 3 plus 3rd day 8 mo.7 
33 40 F 3 plus 7 mo. 3 plus 2nd day 10 mo. 
35 37 F 3 plus 3 mo 3 plus 3rd day 9 mo. 
37 37 M 4 plus 2 yrs. 0 
39 43 F 2 plus 8 mo. 4 plus Ist day 8 mo. 
41 41 F 3 plus 10 mo. 3 plus 2nd day 5 mo.f 
43 38 F 2 plus 1 yr. 4 plus 2nd day 7 mo. 
45 $2 F 3 plus 2 yrs. 0 
47 78 F 3 plus 2 yrs. 3 plus Ist day 6 mo. 
49 38 F 2 plus 10 mo. 4 plus 2nd day 7 mo. 
51 48 F 3 plus 6 yrs. 3 plus Ist day 5 wks.t 
tRecurrence. 
Unable to follow-up. 
§Prior course of sublingual medication given and failed. 


Even numbered cases are those of patients originally used as controls and later given adenylic acid. 


Table 1 
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pruritus and the response to therapy is illustrated 
by several of the patients, the most striking 
being the result obtained after treatment of Case 
17, a 65-year-old white domestic, who was the 
dean of this series, having been afflicted with 
pruritus for 10 years despite the use of the usual 
salves, ultraviolet rays, x-rays and surgery. 
The control series is not remarkable except 
that the duration of “relief”? was short, several 
cases being comfortable only during the course 
of injections. It was also noted that there was 
no beneficial skin change in those who alleged 
relief. I have no explanation for the excellent 
cure reported by Case 44 who since has shown 
her gratitude by referring several patients to me! 


DISCUSSION 


Biochemically adenosine-5-monophosphate is 
fundamental in phosphorylation reactions and is 
a vital link in energy transfer mechanisms. It 
is intimately linked to carbohydrate metabolism, 
peptide and urea synthesis, fatty acid oxidation 
and nerve impulse transmission. Rottino has 
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suggested that an altered phosphorylation reac- 
tion may be the cause of pruritus, although the 
exact mechanism is still a challenging mystery. 


Tucker and Hellwig’ reviewing the _histo- 
pathologic changes in the skin of 43 cases of 
idiopathic pruritus discovered that among other 
things the corium is thickened with perivascular 
infiltration and both blood and lymph vessels 
are dilated. Rottino, Boller and Pratt* early last 
year reported the successful treatment of four 
cases of severe pathological veins of the legs 
complicated by ulceration, dermatitis and pru- 
ritus, by the use of adenylic acid. In this disease 
the skin changes are similar to those observed 
in pruritus. Whatever the action of adenylic 
acid may be on these disorders it must be exerted 
by a similar mechanism. Whether this is by a 
direct effect on the peripheral vascular system 
or whether it is due to a direct effect on the 
metabolism of the cells by supplying them with 
a substance of which they have been deprived 
by chronic passive congestion remains to be 
determined. The clinical response following the 


RESULTS OF ADMINISTRATION OF CONTROL SOLUTION 


Sex Severity Duration Relief Appeared Duration 
2 41 F 4 plus 3 mo. 0 awn smelt 
4 37 F 2 plus 7 mo. 1 plus Ist day 3 days 
6 43 M 2 plus 5 mo. 2 plus 2nd day 10 days* 
8 32 F 2 plus 1 mo. 0 “ om 
10 51 F 3 plus 2 yrs. is) on — 
12 37 F 2 plus 2 wks. 2 plus 2nd day 3 wks.* 
14 30 M 4 plus 5 mo. © wees 
16 39 M 3 plus 3 mo. 2 plus 2nd day 1 wk. 
18 41 F 3 plus 7 mo. 0 eomeme cna 
20 26 M 4 plus 3 mo. 2 plus 2nd day 1 mo.* 
22 31 F 3 plus 17 mo. —"* 
24 57 F 3 plus 3 yrs. 0 — 
26 30 M 2 plus 4 mo. 1 plus Ist day 2 wks.* 
28 26 F 2 plus 7 wks. fs) ee, 
30 39 M 2 plus 3 mo. (0) Ses ce 
32 27 M 3 plus 6 mo. 3 plus Ist day 3 days 
34 36 F 3 plus 10 wks. a 
36 40 F 3 plus 1 yr. 0 cae ome 
38 47 M 3 plus 9 mo. 2 plus Ist day 1 wk. 
40 37 F 2 plus 3 mo. 3 plus Ist day 1 wk. 
42 60 M 4 plus 6 yrs. 
44 29 F 3 plus 2 mo. 4 plus 2nd day 7 mo. 
46 37 F 4 plus 1 yr. 
50 28 F 4 plus 1 mo. 2 plus Ist day 1 mo. 


*Given a subsequent course of adenylic acid. See Table 1 for clinical result. 


Table 2 


. 


s¢ 


Vol. 44 No. 6 


use of adenylic acid suggests that it might be 
used as the biochemical instrument by which 
the mechanism of pruritus will finally be dis- 
covered. 


Ten of the cases reported in this series de- 
veloped recurrences within from 3 weeks to 8 
months after completion of their injections. Be- 
cause of the limited scope of this study none of 
these patients were treated again but Rottino 
has found that his cases who were given main- 
tenance doses of 20 mg. daily for twenty-one 
to twenty-six days have been able to maintain 
a satisfactory improvement. This observation 
may indicate that adenylic acid treatment acts 
as a deficiency replacement rather than a direct 
vascular effector. 


The mode of administration constitutes a 
serious objection to routine use of adenylic acid. 
It is to be hoped that the drug can be prepared 
in some form such as a microcrystalline suspen- 
sion so that a single injection might suffice. 
Those patients who show a tendency to relapse 
do not object to returning weekly for main- 
tenance injections as long as these prevent re- 
currence of the itching.* 


The perfect drug for treatment of pruritus ani 
should have the following characteristics: (1) it 
should be easy to administer, (2) it should be 
elegant (in contradistinction to the messy dyes 
and greases), (3) it should have a very high 
efficiency index, (4) it should have no dele- 
terious side effects, and (5) it should control 
the disease permanently. While adenylic acid 
therapy does not fulfill all of these criteria it 
unquestionably has proven to be a very valuable 
adjunct in the treatment of pruritus. 


SUMMARY 


(1) Of a series of 35 patients suffering from 
idiopathic pruritus ani who were given injections 
of adenylic acid, 79 per cent were relieved either 
permanently or temporarily. 


Twenty-five additional patients were used as 
controls and were given saline solution with 44 
per cent of them reporting relief of only short 
duration. These results closely approximate, and 
thus confirm, the findings of Rottino who first 
noticed the antipruritic action of muscle adenylic 
acid. 


*Ernst Bischoff Inc. has met this objection by prarie a 
gelatin solution of adenosine-S-monophosphate, one cc. of which 
May be given intramuscularly in lieu of the five daily injections 
of the aqueous solution. 
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(2) It is suggested that a study of the mode 
of action of adenylic acid in relieving pruritus 
ani might lead to a solution of the mechanism 
of this distressing syndrome. 
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DISCUSSION (Abstract) 


Dr. G. Lynn Krause, St. Louis, Mo—Pruritus is 
something at which I think all of us have worked and 
hoped we were going to get results after many failures. 
Dr. Matt has done a very scientific piece of work. 


In most cases of pruritus there has to be a definite 
cause. Often after careful examination of a case, we find 
no fissures, no fistulas, no cryptitis, and no reason for 
irritation around the anus; yet the patient complains of 
severe itching. Sometimes the skin shows very little 
change. However, in the majority of cases in which 
itching has continued for any length of time, due to the 
scratching, there is a definite skin involvement. It is felt 
that pruritus is certainly due to an irritation of the per- 
ipheral nerve endings around the anal and perianal re- 
gion. Injections have been tried, all kind of different 
drugs, all sorts of ointments and salves. I think that try- 
ing to eliminate any of the conditions likely to cause 
irritation is important. Recently, I am sure that all of 
you have had the experience which Dr. Matt mentioned 
with aureomycin. Often the patient who has been on 
aureomycin develops severe pruritus. Many other drugs, 
certainly belladonna, and opiums cause irritations. When 
speaking of the idiopathic type of pruritus, we have to 
be very sure that there is not some cause. Now since 
people have been wearing nylon underwear, we have 
found a definite relationship between contact of clothing 
and the cause of pruritus. 


Certainly foods play a part; allergy enters into this. 
We know definitely that when certain foods are elimi- 
nated from the patient’s diet, itching seems to disappear. 

The commonest age for occurrence of pruritus is be- 
tween 20 and 45 years. Of course, some of the older 
group were reported here, but probably they had had 
itching previously. 

In my experience, pruritus has been seen more fre- 
quently in men than in women. 

In the treatment of pruritus, all of us have our own 
methods. Cleanliness is certainly important. A neurotic 
individual is more prone to pruritus than the normal 
individual who leads a normal life. Individuals who 
have a desk job, sit most of the time, are likely to have 
pruritus more frequently than those who get a fair 
amount of exercise. 

So long as we do not know the cause in the idiopathic 
types, we are still going to use many different treat- 
ments. X-ray is not warranted in definite pruritus cases. 
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I am going to use adenylic acid on some of my 
patients in the future. 


Dr. A. Rottino, New York, N. Y.—I feel very much 
gratified that Dr. Matt’s work with adenylic acid has 
corroborated my own. I also feel grateful to him for 
the critical yet open-minded manner in which he set 
about testing the accuracy of my observations. 


Following the original observations on the antipruritic 
effect of adenosine-monophosphate we were not at first 
concerned with the cumbersome method of administra- 
tion nor with cost, but solely with amassing proof that 
it really worked in a reasonable percentage of cases, and 
with ruling out the element of chance and the possibility 
that its effect was only psychic. 


After we had satisfied ourselves that the drug was 
efficacious, Dr. Harvill set himself to the task of pre- 
paring my-B-den® in various colloidal forms. The first 
of these was a zinc preparation; with this we treated 
15 patients and found it to be effective in 9. However, 
in this form the drug was too painful and caused un- 
desirable local reactions. 


Dr. Harvill next prepared the acid in gelatine, and 
this has proven highly satisfactory. At room tempera- 
ture the gelatine preparation is solid, clear, brown- 
colored, and contains 20 mg. of the drug per cc. of 
gelatine. 


The preparation is placed in a warm water bath until 
it becomes liquid. One cc. is withdrawn and injected 
intramuscularly. We followed various schedules: 1 cc. 
daily for one week, or 1 cc. every other day until seven 
injections had been administered; 1 cc. daily for three 
days and 1 cc. every other day for three more doses. 
If there was no improvement after the seventh dose 
treatment was discontinued. 


There was no local tissue reaction, and no general 
reaction. The pattern of response was similar to that 
observed in previous work when aqueous adenylic acid 
was used 20 mg. every hour for five hours, repeated on 
three successive days. 


We treated 27 patients. Of 10 suffering from varicose 
ulcers, 8 were completely relieved of pruritus. Pruritus 
caused by penicillin and that observed in pregnancy 
responded to the drug in a striking manner. Our results 
with pruritus ani were not so dramatic as those of Dr. 
Matt; this may be explained by the fact that his group 
was assembled with great selectivity while ours was not. 
I shall cite an illustrative case: 


A white woman aged 40 came to us complaining of 
pruritus ani of several months’ duration. We had seen 
her just one year before, with the same complaint. At 
that time we gave her adenylic acid in tablet form. 
This she took sublingually 20 mg. every hour for five 
hours for three days, and the pruritus subsided suddenly 
and completely in 48 hours. She remained well for eight 
months. The pruritus then returned and she treated 
herself with salves, powders, vitamins, sitz baths and 
enemas, without results. She was then given adenylic 
acid in gelatine 1 cc. intramuscularly every other day 
for five doses. After the third dose her pruritus became 
generalized, and after the fourth dose it stopped suddenly 
and completely, and to date, three weeks later, she is 
symptom free. 
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Dr. Matt (closing).—It is very true that we should 
eliminate the cause. The problem is the difficulty of 
discovering it. The one millionaire in my practice I 
lost because I did not find the cause. An old country 
doctor in Canada took him off chewing cigars and his 
pruritus stopped. 

As long as we do not know the cause, we shall use 
many prescriptions. I think it was Dr. Buie, who made 
the remark that hell is paved with treatments for 
pruritus ani. 


The thing about adenylic acid that is intriguing me 
is not the clinical use of it particularly but that its 
effect seems to point to a possible means by which some 
brilliant person may discover just what the actual 
mechanism of pruritus is before its local secondary 
effects have developed. That, to me, is the significance 
of this whole discussion. 


THE PROBLEMS AND OPPORTUNITIES 
OF PSYCHOSOMATIC PRACTICE IN A 
GENERAL HOSPITAL* 


By RicHarp W. GARNETT, Jr., M.D. 
Charlottesville, Virginia 


Of the entire field of psychiatry, the branch 
called psychosomatic medicine is undoubtedly 
now in the forefront of medical consciousness. 
There has been in the past ten years particularly 
a tremendous increase of interest in the subject, 
somewhat to the embarrassment of our colleagues 
in other specialities, as attested by a newspaper 
headline some months ago quoting a well known 
internist to the effect that the time had not yet 
arrived to turn over the treatment of peptic ulcer 
entirely to the psychiatrist. That he felt called 
on to make the statement and the newspaper 
thought it worthy of the front page is significant. 
In spite of the somewhat acid tone employed by 
the speaker quoted, one gets the impression that 
resistance to what might be called the encroach- 
ment of psychiatry is crumbling, and certainly 
the more forward looking elements of the pro- 
fession are welcoming the aid of psychiatry in 
dealing with many problems of medicine hereto- 
fore inadequately met. The danger already exists 
that psychiatry and psychosomatic medicine have 
been oversold, that more is expected of us than 
we are prepared to deliver. The specialty of 
psychiatry would have its hands more than full 
if it confined its efforts solely to the treatment 
of neuroses and psychoses, yet for its own good 


*Read in Section on Neurology and Psychiatry, Sou Medical 
Association, Forty-Fourth Annual Meeting, St. =  Missour!, 
November 13- 16, 1950. 
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as well as that of the medical profession, to say 
nothing of the patients, it cannot shrink from the 
challenge which the psychosomatic viewpoint has 
thrust upon it. 

Research in this field is going forward rapidly 
in great volume. The last meeting of the Com- 
mission for Study in Nervous and Mental Dis- 
eases devoted its entire program to psychosomatic 
medicine, under the chairmanship of Dr. H. G. 
Wolff. The Society of Psychosomatic Medicine 
and its journal are increasing in prestige and 
further stimulate research. The epoch-making 
studies of Selye, Hoagland, Pincus and others 
from the field of physiology, have brought back 
into focus the role of the endocrines, throwing 
new light on the mechanisms by which mental 
conflicts and emotional stresses are transmitted 
into physical dysfunction and structural damage. 
These advances have been matched by workers 
using principally the research tool of psycho- 
analysis to further our knowledge of the deeper 
unconscious motivations and stresses which break 
through in the form of somatic disease. 

However, in spite of these developments, of all 
that has been done, the present state of our 
understanding is essentially tentative, experi- 
mental, and rudimentary. We certainly cannot 
be sure that the premises on which we form our 
concept of a given disorder are the last words 
to be spoken on the subject. Can we then justify 
attempting to treat patients? The answer of 
medical history as well as common sense is yes, 
providing we are aware of our limitations, do not 
promise too much, stick to proven principles of 
psychotherapy, and take care not to do more 
harm than good. In most cases we can take 
courage in the fact that treatment of these condi- 
tions in the past has been ineffective or unsatis- 
factory; otherwise, the patient would not have 
been referred to a psychiatrist. The least we can 
do is try. There are some things we do know 
about psychosomatic conditions and the patients 
who suffer from them. We know that emotional 
conflicts cause physiologic changes which disturb 
function and which can lead to structural dam- 
age. This has been known for a long time and 
has been demonstrated over and over. We know 
with fair certainty that certain types of conflicts 
in certain types of personalities are of particular 
importance in the causation of specific syn- 
dromes. Investigators have stressed this type of 
study, and have added much to our understand- 
ing. It is in the practical application of this 
knowledge to treatment of patients that we are 
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perhaps weakest. The physician or the patient 
still says: “Very well, I accept that theory of 
this disease, but what can you do about it?” 
To be honest, we cannot promise or guarantee 
anything, but we do believe that we can help 
and in many cases relieve or cure. We feel that 
not only has it been demonstrated that psy- 
chiatry has something to say about etiology, but 
about treatment. We know that psychotherapy 
can change personality reactions and in specific 
ways relieve the stress giving rise to a disorder. 
If irreversible structural damage has not occurred, 
more or less complete cure can be effected. At 
the very least we may save the patient from 
much ineffective, ill-advised, inappropriate and 
expensive treatment along other lines. 

There are several concepts involved in the 
modern psychosomatic approach which the medi- 
cal profession must grasp in order to understand 
it. The importance of a long and detailed history, 
with correlation of symptoms to personal, inter- 
personal, and environmental situations, past and 
present, is not a new idea in medicine but one 
that is frequently ignored or forgotten. This 
history or anamnesis is the principle diagnostic 
tool in the psychosomatic work-up. The factor 
of the time required for adequate psychosomatic 
study and treatment is misunderstood and con- 
sequently criticized. In practice we are con- 
stantly running into this obstacle. A deadline of 
one or two weeks is set in which the patient may 
be led to expect a cure. 


The concept of cure itself should be clarified. 
Psychiatrists are frequently accused of never 
curing anyone. Why this is so, when relatively 
few conditions in other specialities are actually 
cured, is hard to say. There are some self- 
limited diseases and many infections that do 
respond to specific medication, but in the ma- 
jority of ills affecting man, the best any physi- 
cian or therapy can do is to aid nature, improve 
function or relieve suffering. It is true that our 
therapy is relatively empirical and nonspecific, 
but it is becoming less so as new knowledge is 
added through research and experience. 

The meaning of the process of psychotherapy 
is a mystery to most of our colleagues, and our 
terminology is like a foreign language. Insofar 
as our concepts and practices have proved and 
continue to prove valid, we have no cause for 
apology. It is encumbent upon the rest of the 
profession to make the effort to understand and 
keep up with these advances in the total body 
of medical knowledge and thought, just as it is 
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to familiarize itself with the latest miracle drug 
on the market. 


The importance of the doctor-patient relation- 
ship has perhaps been lost sight of in modern 
scientific medicine, and it is the function of psy- 
chiatry to re-emphasize it. We may call it the 
transfer, and endow it with symbolic and magical 
properties, but the essence is a warm human 
interest in another human being which implies 
willingness to sit down and talk with the patient 
about himself as a person. 


In spite of these obstacles, the practice of 
psychosomatic medicine is catching on. At the 
University of Virginia Hospital we have a psy- 
chosomatic service as an integral part of the 
Department of Neurology and Psychiatry. This 
service consists of a clinical staff psychiatrist, 
two residents and a rotating intern. It serves as 
a liaison service between the Department of 
Psychiatry and all the other departments and 
services represented in the hospital. It handles 
all the consultation requests from other services, 
the great majority of which deal with psycho- 
somatic problems. Some of these are for diag- 
nosis, evaluation, opinion, or advice only, but 
many are taken on for treatment with a more or 
less intensive type of psychotherapy while in the 
hospital, and some are carried along as out- 
patients after leaving the hospital. These include 
every type of disorder within the province of 
what has come to be called psychosomatic medi- 
cine, involving every system of the body. 


In general, there has been a gratifying and 
increasing recognition of the values of a psycho- 
somatic service. In some cases it is no doubt 
used as a convenient way to get rid of a trouble- 
some patient. On the other hand, many physi- 
cians go to great pains, and risk the loss of a 
patient’s good will to persuade him to accept 
psychiatric treatment for what the outraged pa- 
tient had been pleased to think was a strictly 
physical disorder. We believe that our best re- 
sults are achieved where it is possible to work 
in close cooperation with the referring physician, 
and certainly this is the most satisfying type of 
relationship. It is not our purpose to steal 
patients but to help in their treatment. 


Amid all these encouraging signs, it is still 
humbling to realize how little we really know, 
how cautious and experimental must be our 
approach to each patient. It is also sobering to 
remember that many of our patients are critically 
ill and errors in judgment can be fatal. There 
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is the ever present danger of a major psychosis 
behind practically every so-called psychosomatic 
disease. 

In addition to these functions we consider it 
an important part of our job to assist in the 
training of medical students, interns and resi- 
dents. Accordingly, we hold joint seminars with 
psychiatric and medical house staff regularly for 
discussion of cases and clinical syndromes. In 
addition to the teaching of psychosomatic medi- 
cine in the regular psychiatric courses of the 
medical school curriculum, we conduct an elective 
course in psychosomatic medicine for fourth-year 
students, which has been well attended. 


Over and above these daily routine problems 
is a larger and long-range question: whose job 
is psychosomatic medicine anyway? Is it a 
speciality in itself, combining a rare combina- 
tion of the medical and psychiatric disciplines? 
Should it be the province of the internist with 
psychiatric interest and orientation or of the 
psychiatrist with medical inclinations? Should 
every specialist and general practitioner learn to 
handle his own psychosomatic problems? These 
are not just academic questions but real ones 
confronting all of us in the medical profession, 
and in particular, the young physician in training 
who is aware of the problem, intrigued by the 
challenge, but uncertain in which direction he 
will find the answer. Our feeling is that every 
doctor should be trained to recognize any condi- 
tion caused or aggravated by emotional factors 
no matter what his specialty is, and that he 
should be able to deal with it appropriately. 
This may mean treating the underlying cause 
himself in most cases, referring the more difficult 
ones to a psychiatrist. Psychiatrists on the other 
hand must be prepared to treat these problems 
in the most effective way possible and to work 
with their medical colleagues in a spirit of co- 
operation. There is no practice more satisfying 
or rewarding. 


DISCUSSION (Abstract) 


Dr. Henry Rives Coleman Chalmers, Atlanta, Ga— 
We psychiatrists actually have been many times and still 
find ourselves being rejected because of our specialty, as 
much as our patients are rejected because of their symp- 
toms. In any situation where we can effect a liaison 
such as Dr. Garnett describes, we shall make real progress 
if we come closer to the internist, to the general prac- 
titioner, and to the surgeon. 

Many times other members of the medical profession 
want to refer me patients for mechanical treatment, so 
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that I may use some gadget that has been developed in 
the field of psychiatry which is better than the gadgets 
or procedures developed in the fields of medicine or 
surgery. When I speak of sitting down and talking with 
the patient, and trying to understand him as an in- 
dividual, the other physician always feels that he should 
be able to understand the patient as well as I do, and 
he sees very little reason for referring the patient to me. 


Dr. Garnett mentioned the long psychiatric history 
and the psychoanalytic approach, which has certainly 
given us a great deal of understanding, and is something 
that we have to offer the rest of the medical profession. 
Sometimes by taking a long psychiatric history we pro- 
long treatment and that contributes to the dissatisfaction 
among other branches of the profession. 


We can approach many patients much more directly 
by placing emphasis upon the relationship between us and 
the patient and the way the patient handles the relation- 
ship for his own purposes of gaining health: in other 
words, rather than going into the symptoms and listening 
to a long story which he has recounted many times and 
I have read on the chart, I try to bring the patient back 
to an approach to what he wants me to help him with, 
why I am there, what is this headache, and so on. On 
our first approach to the psychosomatic problem, if we 
have a good referral, the patient is usually ready to re- 
ceive help from us, or at least he is expecting something 
from us. If we can use direct his anxiety toward gaining 
help as a person from us, and taking it from his com- 
plaint of headache or other physical disturbance, some- 
times we can form a very warm relationship very quickly, 
and the patient many times will go into a discussion of 
the emotional background; whereas, if we approach him 
as a person from whom we want to take a history and 
to know, but only through the facts which make up his 
life, we lose sight of the individual while we are taking 
the history. 


It is a very worthwhile approach to the patient that 
we actually place no emphasis upon the history. We 
place emphasis upon the person. The history comes out 
in the interview, but the history comes out as the patient 
wishes to give it. It may not come out in the first in- 
terview; it may not come out for several interviews, 
but when it does come out it is not a product of the 
questions of the physician, but of the emotional needs 
of the patient. I remember a patient, a few days ago, 
who told me that he had not gone to school. His father 
was a cotton farmer and had a big plantation, and when 
he grew up he lived on the farm, and stayed on the 
farm, and worked with his father. When he brought that 
up in the first interview, all the emotion that was as- 
sociated with it came out. At the end of the interview, 
he seemed to understand, not just that instance, but 
all that had come out of the relationship with his father, 
and to understand that that might have some effect 
upon his depression and the pains for which he had been 
seeking help. 


Many times we use the psychiatric history as a means 
of pointing out to ourselves and to our colleagues the 
background for the illness, and actually we forget the 
personality in trying to get the history. This approach, 
in working with the patients of other physicians in a 
hospital, is the area in which we are going forward. This 
is the real forefront of psychiatry so far as I am con- 
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cerned. Yet we make advances on the basis of our study 
of the relationship between us and the patient, rather 
than on the basis of any study of his background. The 
patient will bring his background into the picture, but I 
do not think that we need to do it. 

Dr. Garnett mentioned the training of medical students. 
It has been our experience at Emory University, that 
this is the best way to approach the medical student with 
an understanding, first, of himself, in relation to the 
patient; second, of the patient in relation to himself. 
We try to help the student understand the relationship 
between him and the man who has the backache or the 
headache; what he feels about the man. I am sure that 
many times he feels very much the way Dr. Swanson 
felt a little while ago, when he said that his practice 
consists of lame backs and headaches. We, as psy- 
chiatrists, have felt that we reject the patient many times 
because of his complaints, which are those of all the 
chronics we have seen over many years, and yet if we 
can face our own feelings and realize why we reject the 
patient, sometimes it is much easier to get closer to him 
and to understand him. In teaching students one of the 
most important approaches is in using the chronics of 
the medical clinic, and surprisingly enough, the student 
finds that he can work with the man with the lame back 
or the headache, and he finds that behind the lame back 
or behind that headache, there is a real person. 

This offers us our best opportunity for teaching. 

I am much interested in how we get along with other 
physicians. I would like to ask Dr. Garnett whether he 
feels that his practice brings him closer to the rest of the 
medical profession. 


Dr. Garnett (closing)—I am very much in sympathy 
with Dr. Chalmers’ viewpoint on the approach to the 
therapeutic relationship, itself. I did not, of course, go 
into detail in this paper as to how we go about in- 
dividual treatment. I think that we should use the 
history and physical examination just as any other 
physician does, as a means of orienting ourselves to the 
patient and as a starting point in knowing the patient. 
Unless this is done the patient would always have a 
question in his mind as to whether or not the physician 
really knows him. By going into considerable detail 
initially with the patient, one may avoid mistakes that 
would jeopardize the therapeutic relationship. 

The therapeutic relationship, I agree very much with 
Dr. Chalmers that this is the important thing. I know 
the work that he and others are doing in Atlanta, and 
we are in the process of trying to assimilate more of the 
principles of relationship therapy into our own treat- 
ment and teachings. 


In regard to the concept of psychosomatic medicine, 
whether it is something new and different, and whether 
or not the use of this term may defeat the real purpose, 
the question is akin to the old objection to the use of 
the hyphenated word, psycho-somatic, when we are really 
talking about a new emphasis upon treating the whole 
patient. I, personally, do not use the hyphen in the word 
“psychosomatic” and I agree that the concept is not a 
departure from medical practice, but only an emphasis 
on certain aspects of it, namely: the importance of per- 
sonality conflict in physical disorders. As to where this 
field will become a specialty or sub-specialty, time alone 
will tell. 
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A SIMPLIFIED METHOD OF 
CRYOTHERAPY FOR 
ACNE VULGARIS* 


By Wa. L. Doses, M.D. 
Atlanta, Georgia 


The purpose of this paper is to introduce a 
quick and improved method of using cryotherapy 
in the care of the acne patient. Cryotherapy for 
the treatment of acne and resulting scars was 
introduced in 1939 by Karp, Nieman and 
Lerner.' A more precise evaluation of this 
method was described by Dobes and Keil? in 
1940 and later Zugerman’ and Wright* published 
their findings in regard to treatment of acne with 
cryotherapy. Hollander’ and later Friedlander® 
reported on treatment of postacne scarring with 
cryotherapy. Skin cryotherapy is of great value 
as an adjuvant treatment in acne, but it has not 
become popular among dermatologists. This 
appears to be the result of difficulties of prepara- 
tion of the originally described “slush” method. 

With this method the solid carbon dioxide was 
placed in a mortar and by means of a pestle was 
ground to a fine powder. Approximately 10 per 
cent precipitated sulfur by volume was mixed 
with the “snow” and enough acetone added to 
form a slush. The mixture of slush was applied 
on a tampon of absorbent cotton and covered 
with a square of gauze. Then it was ready to be 
applied to the lesions. The slush had to be pre- 
pared separately for each case. This usually 
takes about 10 minutes. 


REVIEW OF LITERATURE 


Karp, et alii! reported over 90 per cent of patients 
cured or much improved within four months. Fifty 
patients were treated. Many patients had had previous 
unsuccessful treatment including roentgen ray therapy. 

Dobes and Keil? treated their cases of acne with 
“slush” as an adjuvant measure. They obtained 70 per 
cent cures in papulopustular acne. Only two of six 
patients with the soft, cystic type of acne responded 
favorably. Seventeen of eighteen cases with the hard 
indurated variety responded well to cryotherapy. Many 
of these patients had had previously extensive routine 
therapy for acne including dietary management and 
roentgen therapy. 

Zugerman$ reported on 150 patients. His results were 
good, paralleling those of Dobes and Keil. 

Wright* used solid carbon dioxide and reported on 
more than 2,000 patients treated for cystic or severe acne 


*Read in Section on Dermatology and S: 


hilology, Southern 
Medical Association, Forty-Fourth Annual 


eeting, St. Louis, 


Missouri, November 13-16, 1950. 
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vulgaris. He found solid carbon dioxide not particularly 
helpful in removing or improving the scars but very 
helpful in treating cystic deep-seated acne lesions. 


The results of the use of a modified form of 
cryotherapy have been under study for the past 
five years. These results have been encouraging 
and appear worth reporting. 


Method.—One day of the week is set aside for 
all patients on whom cryotherapy is to be used. 
Five pounds of dry ice are purchased from the 
manufacturer of solid carbon dioxide. This can 
usually be done through a dairy, ice plant or 
ice cream manufacturing company. The dry ice 
is purchased already cut in slices one or two 
inches thick. These slices can be cut or broken 
to a width of about 3 to 4 inches and a length 
of about 5 to 6 inches or more. Most manu- 
facturers will cut the dry ice according to re- 
quest. Two-thirds of each slice of the dry ice 
are wrapped in a small hand towel to enable 
handling and to prevent rapid evaporation. The 
exposed third may be covered with another hand 
towel until ready for use. The bulk of dry ice 
that is not being used is kept tightly covered in 
heavy wrapping paper to prevent rapid melting 
and evaporation. It is unwrapped only when new 
slices are needed. Handled in this manner it 
will usually last all day. 

Two ounces of intraderm sulful solution®** 
are added to a quart of acetone or ethyl acetate. 
Ethyl acetate in combination with the intra- 
derm sulful solution® has an objectionable odor, 
therefore acetone is preferable. The bottle is kept 
closed to prevent evaporation. When the physi- 
cian is ready to treat a patient, a small amount 
of the solution is poured into a mortar or cereal 
bowl. The exposed slice of dry ice is dipped into 
the solution and is now ready to apply. 


The slice of carbon dioxide is applied firmly 
with slow and even strokes. The skin will blanch 
almost instantly. The length of application and 
stroking in one area varies from one to three 
seconds or more depending on the sensitivity of 
the patient’s skin and the patient’s reaction to 
previous treatments. The rapid evaporation of 
the acetone makes it necessary to dip the dry ice 
into the solution several times during the treat- 
ment. The patients should be cautioned to keep 
their eyes closed during the treatment, to protect 
them from the possibility of irritation from 
acetone. 


*Intraderm Sulful Solution,® Wallace Laboratories, New York, 
New York. 
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Shortly after the application, a diffuse eryth- 
ema appears where the dry ice was applied. A 
few hours later a mild sensation of burning may 
be noted by the patient. Vesicular or bullous 
formation may appear if the exposure was too 
long. While this is usually not desirable, never- 
theless, it may speed up the resolution or involu- 
tion of the pustules and cysts. Patients should 
be warned concerning vesiculation and assured 
that no scars will result from this treatment. 
Scaling and peeling follow the erythema and may 
persist for several days. 

In all the cases in this study any obvious focus 
of infection was treated. Secondary anemia was 
rare but if present was corrected. In most cases 
a low fat diet was prescribed. A few patients 
gave a history of excess consumption of carbo- 
hydrates and this was corrected by prescribing 
a more balanced diet. Locally lotio alba was used 
at night according to the usual routine. Sebor- 
rhea of the scalp, if present, was corrected. All 
cases reported have had at least 6 months 
follow-up. 


Acne of the Pustular Type.—There were three 
classifications of patients in this group. 

(1) Those with papulopustular acne younger 
than 16 years of age in whom roentgen ray treat- 
ments were not advisable. 

(2) Those over sixteen years of age who de- 
sired cryotherapy in preference to roentgen ray 
or other therapy. 

(3) Those with papulopustular acne over 16 
years of age who had failed to respond to treat- 
ment including roentgen therapy. 

Forty patients were selected for treatment in 
each of these three groups (a total of 120 pa- 
tients) and were then under observation from 
six months to four years. It was interesting to 
find little variation in response to treatment of 
each group. Unfortunately, recurrences were 
common and treatment had to be resumed in 
approximately 40 per cent of the cases. How- 
ever, the recurrences were usually of a milder 
degree and became less and less frequent. The 
removal of comedones at regular intervals was 
considered important. More than seventy per 
cent of the patients responded favorably, either 
clearing or becoming much improved within nine 
weeks. 

Severe acne may produce scarring, therefore 
it is important to point out that the disease can 
often be controlled with cryotherapy. This is 
true even when ether methods of treatment have 
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failed. Many adolescents who had periodic 
chronic relapses returned every few weeks for 
one or more treatments. This was usually suffi- 
cient to keep the acne under control. 


As reported previously,’ the soft cystic type 
of acne, characterized by more superficial pus- 
tular collections, does not respond well to cryo- 
therapy. Unless early resolution of the lesions 
appears, it is advisable to abandon the use of 
cryotherapy for this type of lesion. 

With cystic acne of the deep indurated type 
fifty-eight patients were followed for at least six 
months or longer. Twenty-two of the patients 
had previously had roentgen irradiation, without 
substantial improvement. Nineteen of these 
twenty-two patients responded well to cryo- 
therapy (83 per cent), the average time being 
eleven and a half weeks. Eight had recurrences 
and these responded rapidly to retreatment. Of 
the thirty-six cases of indurated cystic acne not 
having previous roentgen therapy, twenty-nine 
(86 per cent) responded favorably after an aver- 
age of ten applications of intraderm sulfur-® 
dry-ice mixture. Nine of these twenty-nine had 
recurrences, much milder in nature and all re- 
sponded rapidly again to further therapy. 

The application of the dry ice mixture was 
somewhat modified in treating cystic acne. 
Attention was centered on the individual nodules. 
The nodules received two to ten blanching appli- 
cations. Moderate pressure was used for approxi- 
mately two to four seconds by sliding the dry ice 
over their surface, thus avoiding contact with the 
adjacent normal skin. Severe inflammation, peel- 
ing and often blistering followed this procedure. 


Mode of Action.—It seems likely that the acne 
lesions are affected by cryotherapy in the follow- 
ing manner: 

(1) There is an increased vascularity follow- 
ing the freezing of the tissue. This seems to 
favor absorption of the lesions. 

(2) There is probably a mechanical drying 
effect on the pus and sebaceous matter due to a 
“congealing” action. 

(3) The acetone or ethyl acetate dissolves the 
sebum, permitting the intraderm sulful solution® 
to be carried into the follicles where the deposi- 
tion of sulfur may have an inhibitory action on 
the sebaceous secretion as well as the bacteria. 
The acetone or ethyl acetate lowers the freezing 
point to about —110° F. 

(4) It is believed that the freezing has some 
bacteriostatic effect. 
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Increased efficiency would be expected from a 
preparation containing a vehicle having greater 
cutaneous penetrating power in which an active 
polysulfide was incorporated. Such a vehicle in 
combination with sulfur was introduced by 
MacKee and co-workers under the name of 
intraderm sulfur solution® and it was found to 
be a very efficient formula for the treatment 
of acne vulgaris. In combining the intraderm 
sulfur® with acetone and applying the mixture 
to the skin with solid carbon dioxide the kera- 
tolytic and drying effects are greatly increased. 


COMMENTS 


It is unlikely that any one single factor is the 
cause of acne vulgaris. It is quite apparent, 
however, that there is almost always present 
hyperactivity of the sebaceous glands, which pro- 
duces an increase in the amount of oily secretion 
on the surface of the skin. Treatment is directed 
toward reducing the sebaceous activity and 
toward the elimination of secondary infection 
which is commonly present. Each patient must 
be given individual attention. A bacterial infec- 
tion may be the most important problem in one 
patient, whereas dietary indiscretions or a glandu- 
lar imbalance may be of utmost importance in 
the next patient. There is not advocated one 
treatment for acne. All directly bearing and 
accessory abnormal factors must be corrected. 
All other treatment is adjuvant treatment and 
often most important in bringing relief. This 
adjuvant treatment may include cleansing with 
soap, applications of various drying lotions or 
ultraviolet radiation with the hot quartz or cold 
quartz lamps. Vaccine therapy is regarded by 
most dermatologists as of questionable benefit. 
Occasionally vaccine may be of some value as 
an adjuvant treatment. Roentgen therapy is 
probably the most useful adjuvant treatment but 
even with its use one finds many failures and 
recurrences. Cryotherapy is not to be considered 
as adequate therapy alone but rather as a form 
of adjuvant treatment. 


Any conclusions regarding the unusually high 
incidence of successful results in treating acne 
with cryotherapy must be tempered by acknowl- 
edging the importance of other adjuvant meas- 
ures used. However, it appears that cryotherapy 
when properly used will speed up the clearing 
of acne vulgaris. It is especially useful where 
other methods of treatment have failed. It can 
be used along with roentgen ray and hormone 
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therapy, where resolution of the lesions appears 
to be too slow. 


SUMMARY 


(1) A modified method of cryotherapy for 
acne vulgaris is described. 


(2) Two ounces of intraderm sulfur solution® 
are added to a quart of acetone. 


(3) Slices of dry ice instead of the conven- 
tional slush are dipped into the intraderm sulfur® 
acetone mixture and applied to the lesions. 


(4) Resolution of the lesions, especially in 
some cases of indurated cystic acne, is rapid in 
a high percentage of cases. 


(5) This method is especially useful in young 
children where roentgen therapy is contraindi- 
cated and in patients where x-ray therapy, hor- 
mones and other means of treatment have failed. 
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DISCUSSION (Abstract) 


Dr. Raymond J. Sherer, Birmingham, Ala—Dr. Dobes 
is to be commended for his persistence in attempting 
to provide a more convenient method of using solid 
carbon dioxide and sulfur in the treatment of acne. 
We are all well aware of the technical difficulties and 
time required to prepare the “slush” used in the original 
method, and this soon relegated this procedure to the 
background despite the fact that it is an excellent aid 
in certain types of acne. 


I had the opportunity of observing a large number 
of cases that were treated with cryotherapy for post- 
acne scarring, and I was impressed with the improve- 
ment in the majority of the patients. These patients 
were treated in a clinic one day each week and it was 
relatively easy to prepare the dry ice and sulfur for 
twenty or more patients. This procedure was less 
applicable to office practice. 


For the past several years, I have used carbon dioxide 
snow in an occasional case for the treatment of scars 
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following acne. The length of time required to obtain 
blanching of the skin is much longer with plain carbon 
dioxide snow than when mixed with acetone or ethyl 
acetate, and as a result, the freezing is deeper and the 
reaction more severe. Acetone or ethyl acetate lowers 
the freezing temperature, blanching is obtained within 
less time and the reaction is more superficial. 


When Dr. Dobes asked me to discuss this paper, I 
started a small series of cases with the routine he sug- 
gested, treating them at one- or two-week intervals. 
However, I misunderstood the percentage of intraderm 
sulfur® and I have been using equal parts with ethyl 
acetate or acetone. To date, I have not had a reaction 
attributable to sulfur. 


In this small group of cases the best response was in 
the deep pustular type, and the least response was in 
early mild acne characterized by comedones and/or 
superficial pustules. Six patients with acne of long 
standing, average six years, with scars and deep pustular 
lesions said they had made more progress with cryo- 
therapy than with roentgen or ultraviolet radiation. 


The disadvantages of this treatment are mainly the 
difficulty in obtaining and storing dry ice. Unless the 
source of dry ice is easily accessible so that one may 
get it on his way to the office, it becomes somewhat 
of a chore to procure it. The other major objection 
comes from an occasional patient or mother who com- 
plains of the redness or peeling resulting from treatment, 
especially of those deep pustules that require severe 
blanching. These same patients will also object to a 
peeling exposure of ultraviolet or cold quartz. This 
method of cryotherapy is much less trouble than the 
older “slush” method and should take its rightful place 
as a valuable aid in the treatment of acne especially 
since the best results are obtained in deep pustular 
lesions that show less response to other popular types 
of treatment. 


Dr. Wiley M. Sams, Miami, Fla—I have used cryo- 
therapy as an adjuvant treatment for acne vulgaris for 
approximately ten years. At that time I saw Dr. Stuart 
Way, of San Francisco, demonstrate his use of the treat- 
ment, to a group of dermatologists in Dr. George 
Andrews’ office. Shortly after that, I had a storage 
box made by a refrigerating engineer. This box was 
made to fit a 50-pound block of dry ice, and the card- 
board container in which it is shipped. I believe these 
blocks are commercially available in most areas of the 
country, or can be shipped to a local distributor, with 
a loss of only 10 to 20 per cent of its initial weight. 
With a box with satisfactory insulation, a 50-pound 
block may last for seven or eight days, if not opened 
too frequently. Where the material is used several times 
a day, it may be necessary to purchase a supply of dry 
ice at more frequent intervals. I find such a supply a 
great convenience and a saving in time, for it is imme- 
diately available for the treatment of acne, keratoses, 
cysts or keloids, at the patient’s first call, which obviates 
the necessity of making a subsequent appointment. 


Dry ice is delivered to my office at a cost of 0.039 
cents per pound, making a constant supply cost approxi- 
mately four dollars per week. 


I have not used the method which Dr. Dobes de- 
scribes, but shall when I return to Miami. 
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Dr. Dobes (closing)—Some of you who have never 
used dry ice in the treatment of acne vulgaris may feel 
a little discouraged when you first start using it. How- 
ever, after you have treated a few patients and discover 
the correct time of application and the proper amount 
of pressure for each patient you will become more and 
more encouraged, and I believe that eventually you will 
be as enthusiastic about this method as Dr. Sams, Dr. 
Sherer and I are. 


THE PROBLEM OF DIABETIC 
RETINOPATHY* 


By Ropert Day, M.D. 
Baltimore, Maryland 


Diabetic retinopathy was first described by 
Jaeger in 1856,! shortly after the introduction 
of the ophthalmoscope, and has been studied 
with much labor and little reward ever since. 

From the work of Waite,? Dolger’ and many 
others, we know that the disease is unrelated to 
the severity of the diabetes, to the age of the 
patient or to the degree of regulation by insulin. 
We know that the retinopathy is sometimes 
associated with arteriosclerosis, hypertension, or 
both, but that it is not necessarily so associated. 
We know that it occurs in chronic diabetes, 
usually of more than ten years’ duration, but 
we know also that many patients with long 
standing diabetes never develop diabetic retin- 
opathy. We know that some cases of retinopathy 
progress rapidly to severe retinal damage and 
visual failure whereas others continue for years 
with remissions and minor exacerbations. We 
know that many cases have increased capillary 
fragility and that many do not. The clinical 
features of the disease are thus puzzling and 
often appear contradictory. 

The pathologic features of the disease are 
equally puzzling. 

In 1877, Stephen Mackenzie* and Edward 
Nettleship described retinal capillary aneurysms 
in a case of “glycosuric retinitis.” They also 
made a microscopical examination of the brain, 
kidney, spleen, liver, pancreas and heart, but 
found no capillary aneurysms in these tissues 
despite a careful search for them. More recently, 
Ballantyne’ and Friedenwald®> have demon- 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Forty-Fourth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1950. 

*From the Wilmer Ophthalmological Institute of the Johns 
bar University Medical School and the Johns Hopkins 
Hospital. 
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strated retinal capillary aneurysms by improved 
technics, and these aneurysms seem to be the 
earliest morphologic changes occurring in the 
diseased vessels. Stains for polysaccharides in- 
dicate that the changes are in the polysaccharide- 
containing portion of the vessel wall. The ques- 
tion raised by Mackenzie and Nettleship seventy 
years ago as to the general distribution of the 
peculiar capillary defects has been answered only 
in part. 

In 1936, Kimmelstiel and Wilson’ described 
a focal hyalin glomerular lesion of the kidney 
which they considered specific for diabetes and 
which was associated with hypertension and 
albuminuria. Friedenwald suggested that this 
lesion might be the renal counterpart of the 
capillary disorder affecting the retina. We® have 
obtained some corroborative evidence for this 
hypothesis in the study of autopsy material at 
the Johns Hopkins Hospital. Twenty-five cases 
with the Kimmelstiel lesion also had retinal 
capillary aneurysms demonstrable in flat prep- 
aration of the retinae. Ashton? of the Royal 
Institute, reported a similar experience in seven 
cases. Recently McCulloch!® has found con- 
junctival capillary aneurysms in a higher per 
cent of diabetics with retinopathy than of those 
without retinopathy. Diabetic retinopathy thus 
appears to be characterized in part by a peculiar 
capillary disorder which may affect the kidney 
and other tissues as well. 


The aneurysms may also occur occasionally in 
nondiabetics. In 1945, Loewenstein and Garrow!! 
observed them in cases of retinal vein occlusion. 
Becker and Lawrence Post, Jr.,!* in 1950, con- 
firmed the coexistence of retinal capillary aneu- 
rysms and vein occlusion in nondiabetics and 
produced them experimentally in cats. If we 
remember, however, that diabetic retinopathy is 
often associated with venous stasis and not in- 
frequently with venous occlusion, their observa- 
tions may have considerable pertinence to the 
diabetic problem. Furthermore, just as severe 
hypertensive changes may coexist with the dia- 
betic aneurysms, conversely, these aneurysms 
may occur in small numbers in malignant 
hypertension without diabetes, as Wexler and 
Branower!’ have also shown. Unfortunately, we 
have so far been unable to produce the charac- 
teristic aneurysms in diabetic animals. 


In the light of present knowledge there seem 
to be at least three parallel, though not neces- 
sarily interrelated, pathologic processes at work 
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which affect the retinal vessels in chronic dia- 
betes: first, that process, or processes, which. 
result in increased capillary fragility and aneu- 
rysms; secondly, the hypertensive process; and 
thirdly, the arteriosclerotic process and its sec- 
ondary venous involvement. 

What can be done for patients with diabetic 
vascular disease? 

The treatment of retinal arteriosclerosis and 
hypertension is inadequate, although Anderson!* 
has observed improvement of hypertensive retin- 
opathy in patients enjoying the rice diet. Re- 
cently, an attack has been made upon the in- 
creased capillary fragility frequently associated 
with diabetic retinopathy. 

In 1936, Szent-Gyorgi'® and his co-workers 
isolated from lemons a compound which they 
called citrin. This consisted of three flavone 
derivatives, one of which was hesperidin. It ap- 
peared to reduce the capillary fragility in vitamin 
C deficiency. In 1944, Griffith'® and his co- 
workers found that rutin, a flavonal glucoside 
resembling hesperidin, appeared to reduce capil- 
lary fragility in hypertensives. McLean and 
Brambel,!’ in 1946, reported the use of rutin and 
dicumarol in two diabetics with retinopathy who 
had a subsequent improvement of vision and 
partial clearing of hemorrhages and exudates. 

In 1948, Donegan and Thomas!® treated 18 
cases for ten to twelve months with 100 mg. of 
rutin daily. Although the capillary fragility 
diminished, there was no change in the retin- 
opathy. Root,!? Peck,?° and Beardwood,?! and 
their collaborators have had a similar experience, 
that is: the fragility diminished but the retin- 
opathy did not. The most recent report is that 
of Frericks et alii’? who reported in June 1950, 
that they found no change in the capillary 
fragility or in the retinopathy of ten diabetics 
given 180 mg. of rutin daily for one to three 
months. So much for the vitamin P treatment, 
to date, of diabetic retinopathy. The drug is 
obviously not the key to the problem, yet it 
appears to be of some value in diminishing 
capillary fragility. 

While the preceding trials of vitamin P were 
being made, a tremendous fervor arose over the 
clinical use of vitamin E to combat arterio- 
sclerosis and its complications. In 1947 and 
1948, Shute and Vogelsand”’ of London, Ontario, . 
reported a remarkable series of cures of per- 
ipheral vascular disorders. Early in 1949, Vogel- 
sand?* described a fall of blood sugar and insulin 
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requirements in several diabetic patients on pro- 
longed vitamin E therapy. Bensley et alii*5 later 
in that year, however, reported no effect from 
vitamin E therapy other than elevation of the 
serum tocopherol levels. They treated thirty-five 
diabetics for two to six months with 100 to 900 
international units of vitamin E daily. Since 
they failed to describe the influence, if any, of 
vitamin E therapy upon diabetic retinopathy, 
Dr. Bernard Becker suggested that a few patients 
be given a clinical trial with vitamin E. 


Accordingly during the past eight to twelve 
months Dr. Bernard Becker, Dr. Lawrence Post, 
Jr., and I have followed thirteen patients with 
diabetic retinopathy who have received 100 to 
150 mg. daily of alpha tocopherol acetate in 
aqueous suspension. Ten of these patients are 
women between twenty-four and sixty-eight years 
of age; five are colored and five white. The 
remaining three patients are white men, twenty- 
five, forty-four and seventy-four years of age. 


At the onset of therapy two patients had pro- 
liferative retinitis as well as capillary aneurysms, 
retinal hemorrhages and exudates. The remaining 
eleven patients had typical diabetic exudates and 
aneurysms in varying number. 


Three patients showed a definite sustained 
diminution in the number of aneurysms and 
hemorrhages. One of these was a twenty-four- 
year-old white woman with a sixteen-year history 
of diabetes who was first found to have diabetic 
retinopathy in the third month of pregnancy. 
Following delivery her retinopathy regressed and 
vision improved from 20/100 and 20/70 to 
20/15 in both eyes. She resembles the two cases 
reported by Lawrence’® in 1948, and raises in- 
teresting speculation as to the effect of the hor- 
monal changes of pregnancy upon diabetic retin- 
opathy. 

One patient while on vitamin E therapy had a 
vitreous hemorrhage with a decrease in vision 
from 20/30 to 20/100. 


The remaining nine patients showed no sus- 
tained change for better or worse either in vision 
or in the severity of the retinitis. This study is 
as yet incomplete. From our observations to 
date, however, we must conclude that vitamin E 
has an uncertain future in the therapy of diabetic 
retinopathy. 


It is apparent from this brief discussion that 
little light illuminates the abyss within which our 
present knowledge of diabetic retinopathy is con- 
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tained. We can only hope that future effort will 
illuminate this corner of our gloomy world. 
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TIMING IN CONVALESCENCE FROM 
MYOCARDIAL INFARCTION* 


By NeEvuTon S. STERN, M.D. 
Memphis, Tennessee 


In the textbooks and literature about the treat- 
ment of myocardial infarction, adequate instruc- 
tions are given with reference to the various 
physical, dietetic and medicinal factors. But in- 
structions with reference to the timing of various 
procedures are remarkable by their absence. This 
paper is an attempt to remedy this situation and 
to state the reasons for the timing as used in my 
active practice (now over 30 years). 

The discussion will be based on an average 
case of mild to moderate severity. It is recog- 
nized of course that the timing as given is not 
fixed, but must be altered to suit variations from 
this “usual” type, either because of severity or 


*Received for publication October 21, 1950. 
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complications. No “rules” will ever take the 
place of sound clinical judgment. 


The course of convalescence in a patient with 
myocardial infarction may be divided into two 
phases, the infarction phase and the postinfarc- 
tion phase. The considerations in these phases as 
will be seen are quite different. 


THE INFARCTION PHASE 


This phase includes the time from the onset of 
the attack to the replacement of the necrotic 
infarcted tissue by granulation tissue. If one 
wishes to speak more strictly, it would continue 
until the granulation tissue has hardened into a 
firm scar. Since this latter portion of the healing 
process has no effect on the convalescence of the 
patient, it may be neglected. In the late 1920’s 
when I first considered this process, there was 
no guide to the length of it except analogy to the 
healing of surgical lesions. The conclusion was 
that sterile lesions of comparable size would have 
the necrotic tissue replaced in about two or three 
weeks. 


Shortly thereafter in 1930, Connor and Holt! 
published an article on the complications of myo- 
cardial infarction. They found that by far the 
greatest number of complications occurred in the 
first ten to fourteen days of the illness. These 
findings supported strongly the analogy to surgi- 
cal healing. A recent textbook says: 


“Rupture of the heart is most common during the 
first week, may occur during the second week, but is 
rare thereafter.”? 


Some years thereafter in 1939, a study came 
from the laboratory of P. D. White, in which 
pathologic examination was made of the hearts 
of patients who died at variable times after an 
attack of infarction: 


“Histologically, much of the necrotic tissue had been 
replaced by connective tissue by the end of the first 
fortnight.”3 


In larger infarcts, strands of necrotic tissue 
were found at a later date, entirely surrounded 
by the newly formed connective tissue. Scars 
were firm and avascular by the end of six weeks 
or two months, and necrotic tissue had always 
disappeared by this time. 


As experience increased it became evident that 
many people suffered attacks without symptoms 
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of any kind. The evidence was disclosed by rou- 
tine electrocardiography, by finding signs of old 
as well as fresh disease with the first attack, or 
by the postmortem discovery of many scars in 
patients who suffered only one or two clinical 
attacks. Obviously during these silent attacks 
the patients were active without suffering any 
observable ill effects. 


Rest in bed was advised (1931) for “weeks 
or months” in White’s* first edition of his classic 
modern text. In 1950, six weeks was still being 
advised,? and employed. No particular reason 
was given for the choice of these times. 


On the other hand, Levine’ has recently urged 
short periods (3 weeks) of bed or even chair 
rest only before beginning to let the patient up. 
This is in line with the recent emphasis on early 
ambulation in many conditions, especially surgi- 
cal and obstetrical. 


On the basis of the considerations in the sev- 
eral previous paragraphs it has been my practice 
now for over twenty years to consider the “in- 
farction period” as lasting from 17 to 21 days 
and at this time to begin to get the patient up 
from his bed rest. The results have been so 
satisfactory that I have not seen any reason to 
change from this regime in patients without 
complications or other qualifying conditions. 


During the period of bed rest, patients may 
be allowed to be propped up moderately. Since 
the sickest patients with dyspnea and cyanosis 
are kept in the “cardiac” position, or even do 
better in a chair, and since it is believed that the 
cardiac output is actually diminished in the sit- 
ting position, there is no sound reason for keep- 
ing the patient with mild to moderate infarction 
absolutely flat in bed. The aim of bed rest is to 
diminish the work of the heart. The heart, how- 
ever, continues to beat and work day and night 
and if bodily movements are mild and slow, the 
additional burden on the circulation is negligible. 


The metabolic rate in patients who are allowed 
to move about in bed, do small tasks for them- 
selves, such as write letters or even sit in a chair, 
is only slightly, if at all, different from the same 
patient who is kept “quiet” in bed during his 
waking hours. Sudden or severe strain is the 
factor to be avoided. It is for this reason that 
it is often wiser to permit patients who have 
difficulty with the bed pan to use the commode 
chair, and older men who have some prostatic 
obstruction to stand up to use the urinal. 
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Quiet movements and changes of position in 
bed tend also to minimize the development of 
phlebothrombosis. 


In this “infarction phase,” the use of oxygen 
frequently comes into question. It is generally 
agreed that as long as cyanosis, dyspnea or pain 
persist, oxygen is advisable and helpful for ob- 
vious reasons. These symptoms often cease rather 
suddenly whether or not oxygen is used. If they 
recur, oxygen should be used again. But how 
long should the oxygen be continued after this 
favorable change has occurred? It is my belief 
that four or five days is sufficient because by 
that time the edges of the infarct are sure to be 
sharply delineated, the size of the infarct estab- 
lished, and there is no longer any “borderline” 
tissue. Cells have either survived or died, and 
between the living and the dead there is develop- 
ing the zone of granulation tissue which gradually 
absorbs and eventually replaces the necrotic 
tissue. 


Should oxygen be used in those milder cases 
without cyanosis, dyspnea or pain, most of which 
fall in the group this paper is considering? Since 
there are borderline cells on the edges of the 
infarct which may live or die depending on the 
supply of oxygen, it is my opinion that oxygen 
should be used. Even if the oxygen saturation 
of the blood is raised but a fraction of a per cent, 
this little may allow the survival of cells that 
otherwise may perish. Recent work suggests that 
some vessels and connective tissue cells survive 
that traverse the center of an infarct, and the 
increase in oxygen in the blood may help absorp- 
tion of dead tissue and development of the scar. 
Under these conditions the scar will be smaller 
and the final amount of damage less than if 
oxygen were omitted. 


How long should oxygen be continued? Since 
histologically the rim of granulation tissue begins 
to appear on the fourth day (White), by this 
time the infarct is delineated, surviving cells have 
improved, and dying cells have died. Hence 
oxygen is of no further value and may be stopped. 
It is reasonable therefore to use oxygen for three, 
four or five days from the onset of the attack 
if no serious symptoms are present, and for four 
or five days after the disappearance of dyspnea, 
cyanosis or prolonged pain with those patients 
who had these symptoms. 


The relatively short period of bed rest of 17-21 
days is helpful in two ways: it prevents excessive 
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loss of strength from prolonged disuse of muscles, 
and builds morale because after a reasonable time 
daily progress is seen to be made towards re- 
covery. Psychologically this is of the highest 
importance. 


THE POSTINFARCTION PHASE 


After the infarct has been largely replaced by 
healthy granulation tissue, and the period has 
passed in which complications occur due to the 
heart, the patient enters the “postinfarction 
phase” of his illness. The physician need no 
longer be deeply concerned with the effects of 
the attack itself since the infarct is entering the 
last, and harmless, stage of its healing. What 
should he do now? Shall he let the patient up 
and about and go back to work as soon as 
strength permits, or shall he continue the rest 
and period of no work for some time? If the 
latter, for how long? 


The future of the patient depends not on the 
recent attack but on the condition of the remain- 
ing vessels and muscles of the heart. Unfor- 
tunately we have no sure way of knowing what 
their state is. Out of general experience physi- 
cians are aware that those persons who have had 
one attack of myocardial infarction are quite 
likely to have another sooner or later, but there 
is absolutely no criterion to guide them as to 
whether the individual patient will fall into the 
“sooner” or “later” group. Patients with the 
mildest attacks may die soon of a second attack, 
while those with even severe ones may survive 
for many years. Ignorance of the state of the 
arteries must therefore lead to compromise be- 
tween the patient’s desire to be restored to normal 
or rather subnormal activity quickly, and the 
physician’s desire to postpone activity until the 
greatest possible degree of collateral circulation 
has developed, not about the infarct, for this is 
beyond help, but about arteries that are partially 
narrowed. It must be recalled at this point that 
the heart continues to beat day and night. The 
only difference between the basal state and one 
of activity as far as the heart is concerned is how 
much of an additional load is imposed by the 
activity undertaken by the body. It may be 
further recalled that load or work involves the 
element of time. Thus the work is not only 
measured by the task itself but the time taken 
to perform the task. Consequently, if the task 
is done slowly and without sudden effort, the 
load per second or per minute on the heart is 
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diminished and may be well within the power 
of the heart to accomplish without symptoms or 
without disturbing the development of collateral 
circulation. This last factor may even be speeded 
by the increased coronary flow during mild 
activity. 


With these points in mind the physician under- 
takes the guidance of convalescence. Knowing 
the dangers, he “makes haste slowly,” he feels 
his way along. Every increase in activity is 
tentative, because he wishes to study the response 
to the gradually increasing load. If the patient 
becomes tired or has shortness of breath or even 
mild pain, the activity is diminished and progress 
is made more slowly than was originally planned. 
If there is no difficulty, progression should be 
steady by moderate degrees, without any sudden 
or drastic increase in activity. Occasionally be- 
cause of economic necessity a patient may be 
permitted to advance as rapidly as his strength 
permits, but the patient and his family must be 
warned of the risks involved and must accept the 
responsibility for this procedure. With this philo- 
sophical background an outline of progress will 
be presented that has proved effective and satis- 
factory in many years of practice. 


On the day that the “postinfarction phase”’ is 
determined to begin, the patient is directed to sit 
up straight in the bed, supported by back rest or 
pillows for three periods of ten minutes each. 
On the second day the three periods are increased 
to twenty minutes each. If the patient had been 
rather flat for the previous 17-21 days, he may 
become dizzy sitting up straight. If this happens, 
his head may be lowered immediately; this may 
be done with a minimum of effort and with the 
greatest speed since he is already in bed. The 
next day the patient may be allowed either to sit 
up in bed with legs hanging over the side, and 
feet resting on a chair for twenty-minute periods, 
or may be allowed to sit in a chair for twenty 
minutes, three periods a day, depending upon his 
reaction the first two days. The following day 
should see him sitting in a chair for three thirty- 
minute periods. The progress made in the first 
week involves so little effort that to all intents 
and purposes it is an increase of six or seven days 
in the infarction phase of bed rest. Thereafter 
the periods may be lengthened regularly by 10- 
minute increments until he is out of bed three 
periods of three hours each, a total of nine hours. 
If all has gone well, this should require a total 
of eighteen or nineteen days. If there has been 


SOUTHERN MEDICAL JOURNAL 


June 1951 


any feeling of weakness or other reason for doing 
so the progress should be slower. After the three- 
hour period has been reached, the patient may 
be allowed to put on his clothes and stay up all 
day except for a rest period in the afternoon of 
one tc two hours with a nap if possible. This 
period should be one of complete relaxation. The 
rest period should be carried on indefinitely. To 
reach this “all day up” time requires usually 36 
to 42 days from the onset of the attack. 


When the patient has reached the sitting up 
period of forty minutes he may begin to take a 
step or two from the bed to the chair, and as 
the days pass, the walking may increase by one, 
two or three steps a day each time the patient 
gets up or goes back to bed. There may also be 
walks of similar length to break up the monotony 
and discomfort of sitting too long at one time. 
So, by the time the patient puts his clothes on 
he has been walking fairly freely about the house, 
and has regained considerable strength. If the 
patient is living in a one-story house, he may 
then begin to go outdoors and walk up and down, 
gradually increasing time and distance until he 
can walk as far as may be necessary in his later 
work and living. All effort should remain “slow 
and easy” indefinitely. 


If he lives in a two-story house and his bed- 
room is upstairs, at six weeks he may begin to 
take the stairs. Ordinarily two steps the first day 
(one for the right leg, one for the left) may be 
descended and after a rest, ascended. Each day 
thereafter two steps more may be added until he 
has gone a little over half way down. Then he 
may descend the whole way and rest. When he 
ascends the stairs later, it should be done slowly 
with frequent rests, so that there is no fatigue or 
shortness of breath on reaching the top. “Stairs 
once a day” should be the rule thereafter. If for 
some urgent reason it must be done a second 
time, it should be done with care. When the 
patient has reached the ground floor he proceeds 
in the same way as the one who lives in a cottage, 
but his schedule is naturally a few days behind. 


A few days after he has gone outdoors he may 
begin to take short rides in an automobile if the 
family is so fortunate as to have one. These 
rides may increase in length each day. It is my 
practice not to allow the patient to drive himself 
until he has gone back to work, since strength 
is more important for that purpose than for 
driving, but circumstances may alter cases. 
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Work? Usually at ten to twelve weeks or an 
even three months. Most employers are coopera- 
tive and will permit gradual resumption of ac- 
tivity. For the first several days an hour’s work 
a day is permitted, then two hours. As the periods 
are increased at several days’ interval there 
should be a rest period in the middle of at least 
an hour. As the periods are increased, half the 
increment should be added before, half after the 
rest period. Eventually he may work a full day 
or if it is possible to arrange, a shortened day. 


The type of work is important. If it is one 
involving considerable effort or sudden strain, 
the patient should be advised to change his occu- 
pation. Employers usually find some easier job 
for him. 


This progressive advance, step by step, is im- 
portant for two reasons. From the physician’s 
point of view, he is able to see that the activity 
is well within the patient’s power, and if symp- 
toms of any kind develop, he can stop the ad- 
vance, even retreat a bit, and then go ahead more 
slowly. He thus protects the patient against his 
eagerness to do. From the patient’s point of view 
it is a period of education, in which he learns 
to take care of himself, and how to undertake 
new tasks when he once again is “on his own,” 
seeing the doctor perhaps at monthly or bi- 
monthly periods. Often this phase is more diffi- 
cult for the physician than the infarct phase, for 
the patient feels so well that he strains at the 
leash. 


SUMMARY 


Convalescence from a mild to moderately 
severe attack of myocardial infarction may be 
divided into two phases, the infarction phase and 
the postinfarction phase. The time elements 
entering into these phases are discussed, and 
reasons are given for the time at which the 
activities during convalescence are undertaken. 


REFERENCES 


1. Connor, L. A.; and Holt, E.: The Subsequent Course and 
Prognosis in Coronary Thrombosis. An Analysis of 287 Cases. 
Arer. Heart J., 5: 708, 1930. 

2. Friedburg, C. K.: Diseases of the Heart, P. 456. Phila- 
delphia and w. Co., 194 

3. Mallory, G. K.; White, ‘D.; J.: Amer. 
Heart J., ies 647, 1939. 

4. White, P. D.: Heart, ame, Ist Ed., p. 424. New York: 
The Macmillan Co., 

5. Levine, S. A.: The | of Acute Coronary Throm 
bosis Ay Its Complications. Conn. State Med. J., 12: 985 
(Nov.) 1948. 


899 Madison Avenue 


PETRIE: HEALTH MAINTENANCE IN SMALL PLANTS 555 


HEALTH MAINTENANCE IN SMALL 
PLANTS* 


By Lester M. Petrie, M.D., M.P.H., F.A.C.P.t 
Atlanta, Georgia 


Our subject today, health maintenance in small 
plants, is an integral part of the national pro- 
duction potential, America’s production potential 
for war or peace. Production is dependent upon 
manpower, the most effective production upon 
healthy manpower, and most of our manpower 
labor resources are employed in small businesses. 

Even before World War II most of our in- 
dustrial giants had provided medical and safety 
programs for themselves, incidentally because it 
was and is good business. Similar programs were 
developed for the new large wartime industries 
such as the shipyards! ? and bomber plants. Cer- 
tain labor unions have developed health services. 
Effective industrial health maintenance “know- 
how” has been learned and is being applied today 
through these large organizations. Nevertheless, 
the facts remain that the overwhelming majority 
of the medical and allied professions are not 
trained in the problems and technics of modern 
industrial health maintenance and the majority 
of employes of smaller businesses are not re- 
ceiving the benefits. Furthermore, they cannot 
until: (1) someone asks for it, (2) someone pays 
for it, and (3) the professions develop specialists 
to provide it. 

It is my purpose today to describe a recently 
initiated cooperative industrial health clinic pro- 
gram which is successfully operating in Georgia. 
A review of the events leading up to the opening 
of the clinic will show that private industry 
asked for the plan; private industry pays all the 
bills; and the medical and allied professions are 
developing and providing the specialized services. 

The establishment of cooperative industrial 
health centers in Atlanta and elsewhere in 
Georgia has been under consideration since 1942 
when the Health Committee of the Atlanta Senior 
Chamber of Commerce requested the Fulton 
County Medical Society and the State Health 
Department to work up a plan which they could 
promote. Special tribute should be paid to Dr. 
Charles Wesley Roberts who represented the 


*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Forty-Fourth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1950. 

tDirector, Division of Industrial Hygiene, Georgia Department 
of Public Health, Atlanta, Georgia. 
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Medical Society and whose capable mind out- 
lined the fundamental principles. Through his 
connections as a member of the Board of Trustees 
of the American Medical Association, we have 
had the enthusiastic and continuous support of 
the American Medical Association Council on 
Industrial Health. Others who helped develop 
the plan include the Division of Industrial Hy- 
giene of the United States Public Health Service 
and the Health Committee of the United States 
Chamber of Commerce. Both Georgia Tech and 
Emory University Medical School have spon- 
sored the plan since 1946. Other interested 
agencies, including labor unions, insurance agen- 
cies, professional schools and civic groups have 
all had representation on the Industrial Health 
Steering Committee of the Atlanta Tuberculosis 
Association where differences of opinion were 
ironed out and mutual agreement on the final 
plans was reached. 

The first center was started in the small town 
of Winder, Georgia, by six industries in 1943.3 
(This program is not complete, as the only full 
time services provided are nursing and first aid, 
but it was a good start and is still operating 
successfully.) In 1946 the complete plan was 
reported in detail to the House of Delegates 
of the Medical Association of Georgia and to 
the Board of Trustees of the Fulton County 
Medical Society, and received their unanimous 
approval. Both of these organiza- 
tions reaffirmed their support of the 
plan in 1950 after detailed study. 
Legal opinion of the Director of the 
Bureau of Legal Medicine of the 
American Medical Association, as 
well as of the legal counsel for the 
Fulton County Medical Society was 
obtained and followed to the letter 
to assure not only strict compliance 
with the law, but also to avoid any 
appearance of corporate practice of 
medicine. Dr. Raymond Hussey, 
Scientific Director of the Council on 
Industrial Health, after personal on- 
the-spot study, concluded his report 
of August 1950 as follows: 

“TI should like to go a step further in 
stating the opinion that the plan drawn 
up for the cooperative industrial health 
clinic represents a positive approach to the 
fulfillment of the eleventh plank in the 
platform approved by the House of Dele- 
gates of the American Medical Association 
a year ago in covering objectives to 
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combat the development of socialized medicine in the 
United States. Finally, briefly stated, it appears to 
me that the cooperative industrial health clinic is con- 
ceived in the spirit of preventive medicine in the best 
sense, and its planning indicates vision that is most 
commendable and worthy not only of the approval by 
organized medicine, but also its hearty support.” 


In 1949 a new, experienced, and very effective 
ally, Mr. Wm. N. Seymour, Vice-President of 
Liberty Mutual Insurance Company contributed 
professional and research facilities of his organi- 
zation. With this additional assistance a dinner 
meeting was held at Georgia Tech on November 
1, 1949, for a presentation of the philosophy, 
and for showing of lantern slides illustrating a 


WORKERS IN ATLANTA AREA 
1949 


With Without 

Total Nurse Nurse 

Manufacturing industries _... 70,000 15,500 54,500 
Nonmanufacturing employment . 195,000 14,000 181,000 
Total .. 265,000 29,500 235,500 


The following individuals have no industrial nursing service— 
78 per cent of the 70,000 workers in manufacturing industries 


93 per cent of the 195,000 workers in nonmanufacturing em- 
ployment 


89 per cent of the 265,000 all workers 


Table 1 


LABORATORY 


COOPERATIVE INDUSTRIAL 
HEALTH CENTER 
PHYSICIAN NURSES 


FIRST AID ROOM IN EACH PLANT 
Fig. 1 
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specific plan. The information on these slides, 
which might be considered as a blueprint of the 
plan, is reproduced herewith. The information 


is mostly self-apparent and requires but little 
additional comment. 


Fig. 1 illustrates the basic idea: one health 
center serving a group of near-by plants. Geo- 
graphical proximity and the total number of 
employes are important factors. Note the first 
aid room in each plant in addition to the group 
center. 


MEDICAL SERVICE TO INDUSTRY 


(1) Industrial health examinations 
Preplacement, periodic, special 
(2) Selective placement of workers 
Physical capacities of workers matched with physical demands 
of job 
(3) Prompt emergency treatment 
On the job accidents and illnesses 
Referral of other illnesses to personal physicians 
(4) Instructive visiting nursing 
For emergency service to ill employes 
For health education 
To carry out written instructions of the attending physician 
(5) Records 
Confidential personal health record 
Medical opinion as to employability and placement 
Sickness absenteeism analysis 
Et cetera 


(6) Coordination with community resources 


Table 2 


THE INDUSTRIAL HEALTH EXAMINATION 


Screening tests of every individual including 
Vision tests 
Hearing test 
Dental examination 
Heart examination 
Blood pressure 
Hemoglobin test 
Chest x-ray 
Blood tests for syphilis and diabetes* 
Urine tests for albumin and sugar 
Examination for hernia 
Musculo-skeletal disabilities 
Height and weight 
Special tests 


*The anthrone method is recommended. 5 
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Table 1 reinforces the argument that most 
workers have not adequate service. Seventy- 
eight per cent of the 70,000 workers in manu- 
facturing industries in the Atlanta area have not 
even an industrial nursing service, without regard 
to in-plant medical service. It is these persons 
without any modern in-plant service who can 
be reached by group centers. There is no thought 
of competing with the services which are being 
rendered already to 11 per cent of the 265,000 
employed people in the area. There is too much 
unmet need for us to waste any of our energy 
by bickering among ourselves. We must all work 
together in united effort for the common good. 


Tables 2, 3, 4 and 5 outline the three major 
types of service, namely: 


(1) Medical service to industry (Tables 2 
and 3). 


(2) Environmental service to industry (Table 
4). 


(3) Service to professional schools, training 
and research (Table 5). 


ENVIRONMENTAL SERVICE TO INDUSTRY 


(1) Determine physical demands of the job 
Relate them to physical capacities of workers 
Joint effort of supervisor and medical department 
(2 


~ 


Industrial hygiene surveys 


Discover occupational disease hazards 
Institute controls 


Use available resources of health department 
(3) Sanitation surveys 


Discover and control communicable disease hazards 


Table 4 


SERVICE TO PROFESSIONAL SCHOOLS 


Train center 
Physicians 
Nurses 
Dentists 
Engineers (chemical, ventilation and safety) 
Chemists and Physicists 
Research center 
Study occupational diseases 


Develop new methods 


Table 3 


Table 5 
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Table 6 indicates the minimum personnel re- 
quired for complete service. It is my conviction 
that industry finds it very difficult if not im- 
possible to obtain the type of preventive medical 
service it desires and needs from any physician 
other than the full time specialist. It appears 
to be practically impossible for the successful 
practitioner of medicine so to schedule the time 
of occurrence of medical emergencies among his 
private patients that it will not compete for the 
time which he has to spend on schedule inside 
the industrial plant. In other words, the modern 
assembly line cannot operate efficiently at the 
convenience of the medical department. 

Table 7 indicates that financial and business 
matters are handled by the board of control con- 
sisting of responsible executives from manage- 
ment of each cooperating industry, while ethical 
and professional decisions are the responsibility 
of the advisory board. The president of the 
medical society, the dean of the medical school, 
the professor of public health at the engineering 
school, legal counsel for the medical society, the 
commissioner of health, the chairman of the 
health committee of the labor union, representa- 
tives of the insurance carriers and others as indi- 


PERSONNEL 


Physician, full time 
Or a sufficient number of part time for equivalent service 
Nurses, full time 
One nurse for each 300 employes up to 1,000 
One additional nurse for each additional 1,000 
Trained first aid workers 
In each plant not having its own full time nurse 
Other technical specialists 
Full or part time as service develops 
Clerks 
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cated, are all included on the advisory board. 
One advisory board is sufficient for all centers 
established in the area. The entire board or 
individual members are subject to call at any 
time by any board of control in addition to at 
least one scheduled annual meeting. 

Tables 8 and 9 indicate property to be secured 
and an annual cost estimate as of 1949 varying 
from $8.78 to $14.40 per employe per year. 

At the meeting on November 1, 1949 at 
Georgia Tech, responsible executives from 14 
different organizations inside the city of Atlanta 


BOARD OF CONTROL 


Consisting of 

Representatives from each industrial management 
Responsible for 

Business matters of their own health center 


ADVISORY BOARD 

Representing 

Labor 

Insurance 

Legal profession 

Health departments 

Medical society 

Professional and technical schools 

Medical, nursing, dental, engineering, et cetera 

Responsible for 


Ethical and professional guidance to all industrial health centers 
in the area 


Table 7 


PROPERTY 


Health center building 

General furnishings 

Special diagnostic equip t 

Instruments and supplies 

First aid rooms in industrial plants 

A mobile clinic (truck-trailer) could be considered 


Table 6 


Table 8 


ANNUAL COST ESTIMATE 


To Be Prorated Among Industries on a Per Capita Basis 


1,000 Employes 


Physician (half time) $ 4,000 
Nurses (two) 5,000 
Clerks (one) 1,800 
Supplies 1,200 
Rent, heat, light 2,400 
... $14,400 
Per capita $14.40 


2,000 Employes 
Physician (full time) —.........$ 8,000 


1,800 
Supplies 2,400 
Reet, beat, — 2,400 
Per capita $12.30 


5,000 Employes 


Physicians = $12,000 
Nurses (seven) -..........---....----- 17,500 
3,600 
Supplies 6,000 
4,800 
Total $43,900 
$8.78 


COST OF CONSTRUCTION OF BUILDING 


2,000 Square Feet for 2,000 Employes at $10.00 Per Square Foot $20,000 


Table 9 
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signed cards stating that it was their desire to 
pursue further the possibility of establishing a 
cooperative industrial health center in their area. 
A spot map of Atlanta on which the geographical 
location of these industries is indicated was pre- 
pared. The Atlanta Oak Flooring Company and 
the Warren Company, close neighbors on this 
map, recruited a third neighboring concern, the 
Williams Brothers Lumber Company. These 
three companies pooled their resources, rented 
two rooms in a convenient building, and equipped 
their group clinic. A full time nurse was em- 
ployed, and the services of a physician for three 
hours a day, five days a week, were secured on 
a retainer fee basis. The combined number of 
employes served was between seven and eight 
hundred. The center was named the Petrie Clinic 
and started operating in July, 1950. It is hoped 
that other industries in the neighborhood will 
join the Clinic so as to increase the number of 
clients sufficiently to justify full time service of 
the physician and additional full time nurses. 
Prospects for such growth in the near future 
appear bright, as well as for the establishment 
of additional centers in other locations in the 
Atlanta area. The costs of the Petrie Clinic 
have been prorated among the cooperating in- 
dustries according to the number of employes 
and for the first three months have averaged 
under one dollar per employe per month in- 
cluding initial equipment. Actually the initial 
expense to the industries has been even less than 
this as a result of certain research funds con- 
tributed by Mr. Seymour. At the same time one 
of the companies has a compensation case still 
under treatment which has already cost over 
$3,000 which is the result of an infected scratch 
on the leg received before the Clinic went into 
operation. One simple treatment and dressing 
of this one case at the time of initial injury 
would have saved enough money to carry the 
entire costs of the clinic (doctors’ retainer fee, 
nurses’ salary, equipment and supplies and rent) 
for several months. This is even more impressive 
when we remember that other expected savings 
(increased productive capacity per man, reduced 
labor turnover, reduced payrolls for standby 
labor, and the like) exceed the direct savings in 
compensation premiums. 


SUMMARY AND CONCLUSIONS 


Health maintenance in small plants is an inte- 
gral part of the national production potential 
for war or peace. 
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Except in our larger industries there is a lack 
of professional workers trained in the specialty, 
and of facilities within the industrial plants. 
Moreover, the irreducible minimum overhead of 
adequate full time service is not economically 
sound for individual small plants. The most 
satisfactory answer for small plants appears to 
be to pool their resources and establish coopera- 
tive group services. 

A group plan which is operating successfully 
and which is designed to render both medical 
and environmental health service to industry as 
well as to train new professional workers and 
provide research opportunities through the pro- 
fessional schools has been described in sufficient 
detail to be followed as a blueprint. When the 
program is fully developed, any employer, re- 
gardless of how small the number of his em- 
ployes, can secure health maintenance service 
comparable to the best of the wealthiest corpora- 
tions. 


The basic philosophy of the program is the 
same as in the familiar poem about the fence 
and the ambulance: it is better to build a fence 
around the treacherous edge of the cliff than to 
have to maintain an ambulance down in the 
valley. Informed industry prefers a preventive 
program to the services of the traumatic surgeon 
or the undertaker. It is impossible for either to 
restore lost production. 


The plan outlined above represents private 
enterprise in action, small industries joining 
hands with the unregimented professions in a 
positive program for health maintenance of all 
of America’s labor force, the sinews of our free 
way of life. 


BIBLIOGRAPHY 


1. Petrie, L. M.: Administrative and Working Relationsh' 
Between the Georgia Industrial Hygiene Service and the 
United States Maritime Commission. Industrial Medicine, 
12:500-502 (July) 1943. i 

. U.S. Navy-U. S. Maritime Commission: Minimum Require- 
ments for Safety and Industrial Health in Contract Ship- 
yards. Government Printing Office, 1943. 

3. Petrie, L. M.: Manufacturers’ Health Clinic. J. Med. Ass’n. 
Georgia, 12:36, 252 (Dec.) 1945. : 

4. Durham; Bloom; Lewis; and Mandel: Rapid Measurement of 
Carbohydrate in Blood. Pub. Health Reports, @5:670-674 


and Petrie, L. M.: Screening for Diabetes by 
. Pub. Health 
Reports, 65:1709-1718 (Dec. 22) 1950. 


DISCUSSION (Abstract) 


Dr. Walter E. Fleischer, Baltimore, Md.—I was most 
interested in your blood sugar method for diabetes de- 
tection. Are you using a variety of methods, and if so, 
do you take all from the same sample? 
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How much do you think, disregarding the cost of 
labor, the test for blood sugar would cost per patient? 


Dr. Emmet Kelly, St. Louis, Mo—Do I understand 
that only three plants participated? I wonder whether 
you will give the reasons why the other nine attending 
have not entered the program as yet? 


Dr. Petrie (closing) —We are not using the Wilkerson 
method of blood testing for diabetes. We are using the 
method which was first reported by a chemist working 
for Eastman Kodak Company about four or five years 
ago, the anthrone method. All the research on adapting 
this method to biological specimens and to mass case 
finding was done in Emory University and Georgia De- 
partment of Public Health laboratories. 

We use 0.2 cc. of blood, which is from the same blood 
specimen which is collected for the syphilis test. The 
anthrone test was completely described in a report in 
Public Health Reports, just a few months ago. 

Another publication will appear in Public Health Re- 
ports in the near future, which gives blue-prints of just 
how to use the anthrone test on a mass survey basis. 
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As soon as the reagent (anthrone) becomes com- 
mercially available, the physician, working on a blood 
sugar test, on capillary blood, or one drop of blood, can 
have the answer within twenty or thirty minutes. The 
private practitioner will be able to do this in his own 
laboratory. 


' The question was asked about why only three plants 
joined this program. There are certain geographical 
limitations. The three plants now in the first center 
are all within one-half mile of each other. When and 
if all other industries in this area come into the plan, 
over 2,000 employes will be served. Other plants in 
Atlanta, scattered all over Atlanta, are also interested 
in starting additional centers. There is actually a second 
possible center established by another plant. 


One plant by itself, was unable to find neighbors to 
join. It is building its own clinic now, which will be 
adequate to run a two-thousand employe plan with an 
open invitation to its neighbors to come in with it. 


With this first center, the first day of operation was 
the seventh of July this vear. 
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EPILEPSY AND THE HYDANTOINS 


In the early part of the century, bromides were 
used to decrease the number of epileptic seizures. 
Undesirable side effects tended to offset the ben- 
eficial sedative action. In recent years, several 
new drugs have been introduced which have 
proved beneficial in the clinical management of 
epilepsy. Chief among these are the hydantoins. 


Hydantoin is derived from urea or allantoin: 
chemically it is glycocollyl urea. Derivatives of 
it are available which have a low toxicity and 
which raise the threshold of reaction of the cortex 
to electrical stimulation. Their mode of action 
is not well understood, but since they benefit 
epileptics, any light thrown upon it is of interest 
to an understanding of the etiology of the con- 
vulsive tendency. 


Korey,! at Columbia University, has studied 
some of the effects of the hydantoins upon iso- 


1. Korey, S. R.: Effect of Dilantin and Mesantoin on the Giant 
= “ae Squid. Proc. Soc. Exper. Biol. and Med., %76:297 
eb. 
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lated nerve cells of the squid. Squid axons were 
maintained in a physiologic solution containing 
various electrolytes, and in this solution they were 
“fired” by a given quantity of electric stimula- 
tion. The threshold of reactivity was not changed 
by addition of hydantoins to the physiologic solu- 
tion bathing them. If the concentrations of cal- 
cium and magnesium in the surrounding solution 
were reduced, the threshold of response was 
promptly lowered, that is, decrease in these ions 
increased the excitability of the nerve. If hy- 
dantoin was then added to the unphysiologic 
solution, symptoms were alleviated; the convul- 
sive threshold was raised. Hydantoin decreased 
the irritability or instability of the nerve in an 
abnormal medium. The “firing” of the fibers 
of the squid occurred in a_ low-calcium-low- 
magnesium medium, and was reversible if these 
ions were increased, or if the sedative hydantoin 
was added to the abnormal fluid. 


This of course could be the mode of action of 
the preparations in reducing the reactivity of 
nerve cells of human beings, and in reducing the 
number of epileptic seizures. If it is the mech- 
anism of clinical improvement of epilepsy, then 
one must postulate as a factor in the etiology of 
epilepsy, a change in the content of tissue elec- 
trolytes. Studies of calcium and magnesium con- 
centrations in the tissues close to the time of a 
convulsive attack might be enlightening, as well 
as further investigations of the endocrine control 
of allocation of these minerals. The levels of 
calcium and magnesium in the blood can be 
altered by several endocrine products. 


Repeated convulsions of course have a cumula- 
tive degenerative effect, and reduction of their 
number is psychologically, socially, and clinically 
beneficial to these sufferers. Symptomatic treat- 
ment with the hydantoins has proved a boon in 
epilepsy, a disease of unknown etiology. 


NEPHROTIC SYNDROME TREATED 
WITH ACTH 


In the early stages of acute nephritis in 
children, remissions are common. If the nephrotic 
syndrome is of several months’ standing, has 
become chronic, lowered kidney function is not 
easily improved. Administration of ACTH to 
such patients is reported to have some beneficial 
action in inducing diuresis and an increased rate 
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of glomerular filtration. Investigators! at Cornell 
University Medical College and the School of 
Medicine of the University of Pennsylvania have 
observed in a small group of children with long 
standing nephrosis a rapid improvement in kidney 
function after treatment with ACTH. The im- 
provement was greater than is usually considered 
possible in this condition although, as they note, 
various measures may at times induce periods of 
diuresis in the course of this disease. Therapy 
with ACTH was followed by repeated diureses 
at predictable times, with significant increases in 
plasma volume. Plasma volume fell after the 
hormone was stopped, but it tended to stabilize 
slightly above the pretreatment level, and _ re- 
peated responses could be obtained with pro- 
gressive improvement in kidney function. The 
New York and Philadelphia group believe that 
the improvement obtained was more than is 
usually considered possible in nephrosis of several 
months’ duration. 


The early enthusiasm for administration of 
cortisone and ACTH has to some extent waned, 
since it has been realized how much remains to 
be learned of their mode of action and also, of 
course, of proper dosage. Kidneys may be severely 
damaged by large quantities of these hormones 
particularly in the presence of certain complicat- 
ing factors. If rabbits are treated with cortisone 
and then given an intravenous injection of men- 
ingococcus toxin, a rapidly developing cortical 
necrosis of the kidneys results.’ Cortisone greatly 
increases the mortality of laboratory animals 
which are given a bacterial toxin or are infected 
with pathogenic bacteria. The amount of hor- 
mone is obviously of greatest importance. 


The margin of immediate safety in adminis- 
tration of the internal secretions cortisone and 
ACTH is apparently greater than with insulin 
or parathyroid hormone. Yet there should be a 
prompt electrolyte change which might indicate 
the individual patient’s response to adrenal cor- 
tical hormone. A better means of estimating the 
early effects of cortisone and ACTH therapy than 
is now in use is greatly needed. It is possible that 
a skin test could be standardized, in which the 
amount of cortisone might be determined which 


1. Barnett, H. L.; Forman, C. W.; we H.; McCrory, 
W. W.; Rapoport, M.; Michie, a js Bar! bero, G.: The 
Effect of Adrenocorticotropic Hormone > Children with the 
ae hrotic Syndrome. II. Physiologic Observations on Discrete 

ey Functions and Plasma Volume. J. Clin. Investig., 30:227 
1951. 

2. Thomas, Lewis; and Good, Robert A.: Bilateral Cortical 
Necrosis of Kidneys in Cortisone-Treated Rabbits ts Following In- 
jection of Bacterial wei. Proc. . Exper. Biol. and Med., 
7@:604 (March) 1951. 
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just inhibits the inflammatory response of the 
skin to a given dose of meningococcus or other 
bacterial toxin. This might show a characteristic 
individual variation. It would require consid- 
erable laboratory study to determine its possi- 
bilities or prove a use. 


It is of much interest that kidney function in 
nephrotic children seemed to receive some lasting 
benefit from ACTH therapy. 


TWENTY-FIVE YEARS AGO 
From JourNALS oF 1926 


School Health in France.\—Dr. Andre Colin, who is 
an eminent specialist in the mental diseases of children 
. had been delegated to study a number of children 
who were backward in their school work and gave 
evidence of early viciousness. The children attended a 
public school in Suresnes, a suburb of Paris, where the 
population was made up in large part of factory workers. 
His examination of the children led him to conclude 
that most of them were heredosyphilitics. . . . He com- 
missioned Dr. Tobolowska, a woman physician, and one 
of her pupils, to give the injections (of arsphenamine). 
One or two slight accidents occurred . . . the principal 
of the school who took offense at the intrusion of 


strangers . . . filed a complaint with the prefect . . 
the parents . . . joined in the complaint . . . the in- 
quiry dragged along for several months. . . . The court 


recently exonerated Dr. Colin and Dr. Tobolowska. 


Typhoid in France.2—Owing to the impairment of the 
public health service during the war and postwar period 
. there has been a considerable increase of typhoid 
fever. .. . In the majority of cases the sources of the 
epidemics has been the dairies rather than the water 
supply. The epidemic that developed recently in a small 
town of the free state of Lippe was traced to cheese 
. made in a neighboring dairy. 


Exclusive Meat Diet3—The dietetic observations and 
experiences of Vilhjalmur Stefansson during his career 
as an Arctic explorer are worthy of careful scrutiny by 
students of nutrition. . . . An anthropologist by train- 
ing, an Arctic explorer by choice, he became a student 
of nutrition by necessity. . . . During the winter and 
spring of 1918, while in the far north, he had typhoid 
fever with pneumonia and two attacks of pleurisy, and 
spent three months in bed. During the first three or 
four days of the headache and fever, at the onset of 
the typhoid, he was in camp. He then walked forty 
miles against a blizzard. He was given low caloric feed- 
ing until, taking matters in his own hands, he insisted 
on being hauled by sled about three hundred miles. . . 
to the Episcopal Hospital at Fort Yukon. During the 


1. Paris Correspondent. J.A.M.A., 87:683, 1926. 
2. Paris Correspondent. J.A.M.A., 87:686, 1926. 


3. Lieb, C. W.: Effects of an Exclusive Long Continued Meat 
Based on the Hi ces, and Clinical Survey © 


Diet. istory, 
Vilhjalmur Arctic Explorer. J.A.M.A., 87:25, 1926. 
Continued on page 564 
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Dr. Curtice Rosser, President 


A MESSAGE FROM THE PRESIDENT 


A Cordial Invitation to Physicians of the South 


Legend has it that a young man, being ques- 
tioned by a psychiatrist, explained that his family 
had insisted that he have a mental examination 
because he was a Texan and was not proud of 
this fact. In common with the remainder of the 
population of this great State and, in particular, 
the half million citizens of Dallas, I am not only 
proud of Texas but extremely anxious that my 
Southern confreres shall see its wonders. 


Texas and Dallas will be hosts to the Southern 
Medical Association during its Forty-Fifth An- 
nual Meeting, beginning on Monday, November 
5, 1951. An unusually large attendance is ex- 
pected. An excellent scientific program is being 
prepared and I can promise that our hospitality 
and cordial friendship will be of the high order 
which has always characterized meetings of the 
Southern. 


The key note of the 1951 meeting will be im- 
provement of the section programs. Many of the 
sections have been allotted additional time for 
their discussions and many of the section officers 
are arranging dinners and other opportunities for 
friendly companionship and renewal of old ac- 
quaintance during the four full days of the 
meeting. 


While Texas weather is somewhat undepend- 


able, the weather in early November is usually 
mild and bracing. All of the activities of the 
Association will be concentrated in the center of 
Dallas to avoid transportation inconvenience, and 
the committees in charge are determined that 
those who attend will see Dallas medicine at its 
best. 


Those who are not yet members of the Southern 
Medical are again reminded that there are two 
important and essential steps toward the main- 
tenance of a physician’s professional proficiency. 
One is to attend good general medical meetings 
which serve as refresher courses and broaden the 
knowledge of medicine. The second is to read 
good medical journals, bearing in mind that 
articles appearing in today’s journals compose 
tomorrow’s books. Both of these steps may be 
taken simply by completing an application for 
membership in the Southern Medical Association, 
which includes subscription to the SouTHERN 
MEDICAL JOURNAL, one of the outstanding medi- 
cal publications of this country. 


You are urged to make your plans immediately 
to meet us in Dallas in November. 


CURTICE ROSSER 
Dallas, Texas, May 10, 1951. 
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journey, Mr. Stefansson ate frozen raw fish and later 
large meals of caribou meat and fish, sometimes boiled 
and sometimes raw and slightly frozen. His strength 
returned as soon as this dietary was adopted. The jour- 
ney took twenty-seven days, during which time he fully 
recovered from typhoid and gained thirty pounds. Out 
of eleven years in the polar regions, Mr. Stefansson lived 
about nine years on a meat diet, that is, meat and water. 
For at least six years of the nine, he lived entirely with- 
out salt. . . . In 1922, when he was forty-three, he 

. was well developed and well nourished. . . . The 
hair was thick and brown with a dry scalp. ... He 
reached his maximum weight while subsisting on meat 
(fish). . Constipation was never present. Tooth 
decay was apparently much less rapid. Stefansson avers 
that not a single case of constipation was observed in 
six hundred exclusively meat eating Eskimos for a period 
of three years. . . . Stefansson has remarked that 
unless it is religion there is no field of human thought 
in which sentiment and prejudice take the place of 
sound judgment and logical thinking so much as in 
dietetics. . The data . can only lead us to 
question the commonly accepted facts regarding a high 
protein diet. 


Cause of Rheumatism4A—During the decade 1880 to 
1890, the causes of a number of diseases were discovered. 
The day of securing “pure cultures” had arrived. . 
The Rickettsias have interposed great difficulties that 
tantalize investigators. . Most puzzling of all are 
those disease producing agencies currently classified as 
filterable viruses . . . as many as forty viruses have 
been placed in this group . . . the disease can readily 
be reproduced by inoculation of the clear filtrate ... 
there are others, severe or fatal diseases of human beings, 
which have every appearance of being of the same nature, 
in which filterability of the virus has not been demon- 
strated, probably because no other animals are sus- 
ceptible, and no one has ventured to inoculate human 
beings. Rheumatism is apparently such a disease. 


an Editorial: Nature of Filterable Viruses. J.A.M.A., 87:174, 
6. 


HOTELS FOR DALLAS MEETING 


The local Executive Committee for the Dallas meeting 
has decided that no hotel will be designated as general 
hotel headquarters. All reservations will clear through 
the HOUSING BUREAU, Southern Medical Association 
Meeting, 433 Medical Arts Building, Dallas 1, Texas. In 
writing to the Bureau, one should give the type of ac- 
commodations desired, the names of those who will 
occupy the room or rooms requested, the day and time 
of arrival, and mode of transportation, whether via train, 
airlines or private automobile. 

The Dallas meeting will be held on Monday, Tuesday, 
Wednesday and Thursday, November 5-8, the first session 
beginning at 10:00 a.m. Monday. Here follow the names 
of the hotels and motels that will furnish accommoda- 
tions with the local address of each and the rates that 
will apply: 
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DALLAS HOTELS 
ADOLPHUS, Commerce and Akard Streets 
Single room .... $ 4.50-10.00 
Double room, double bed - COS 
Double room, twin beds - Fl 
Double room, double bed “with “parlor. 
Double room, twin beds with parlor 20.00-22.00 
BAKER, Commerce and Akard Streets 
Single room _ $ 4.50-10.00 
Double room, double bed 6.50-10.50 
Double room, twin beds - 8.00-13.00 
Double room, double bed with parlor . none 
Double room, twin beds with parlor. 21.00-60.00 


CLIFF TOWERS, Zangs and Cie Streets 
Single room — $ 
Double room, double bed 
Double room, twin beds - 
Double room, double bed with parlor... SESE aS: 1 
Double room, twin beds with parlor... 


CLIFFTON, 214 West Colorado Street 
Single room $ 
Double room, double bed 
Double room, twin beds —_.......-.... 


COTTON BOWL, 600 South Haskell 
Double room, double bed . ae 4.5 


Single room $4 
Double room, double bed - 
Double room, twin beds — Baceanceues, 
Double room, double bed with ‘parlor. : 0 
Double room, twin beds with parlor 0 


JEFFERSON, 312 South Houston Street 
Single room ; $ 
Double room, double bed _ 
Double room, twin beds 
Double room, double bed with “parlor. 2 
Double room, twin beds with parlor... 2 


LAKEWOOD, 1818 Abrams Road 
Double room, double bed 
Double room, twin beds 


LAWN, 3718 Lemmon Avenue 
Single room $3 
Double room, double bed 5 
Double room, twin beds — : 6 


LAWRENCE, 302 South Houston Street 
Double room, double bed - 
Double room, twin beds 
Double room, double bed with parlor... 


LOMA ALTO, 4518 Lemmon Avenue 
Single room _ 
Double room, “double bed ae 
Double room, twin beds VE 
Double room, double bed with parlor 
Double room, twin beds with parlor 


LYNN, 3405 Gaston Avenue 
Single room 
Double room, double bed - 
Double room, twin beds 
Double room, double bed with “parlor 
Double room, twin beds with parlor 


MAYFAIR, Ross at St. Paul Street 
Double room, double bed - Be. 
Double room, twin beds 
Double room, double bed with ‘parlor Ps 
Double room, twin beds with parlor 


MELROSE, 3015 Oak Lawn Avenue 


5 
Double room, double bed 
Double room, twin beds —. 


Double room, double bed with vith parlor 
Double room, twin beds with parlor. 


SOUTHLAND, 
Single room 
§.25-12.50 


102 Murphy Street 


Double room, ibl bed with 


Double room, twin beds with parlor... 


|_| 
3.00 
4.50 
6.00 
0.00 
2.00 
2.00- 3.50 
00. 
5.00 
0- 4.50 
0- 6.00 
00 
00- 6.00 
50 
.00-12.00 
.00-12.00 
3.50- 7.00 
5.00- 7.00 
6.00-11.00 
0.00 
0.00 
5.50 
5.00 
00 
50 
.00 
.00 
.50- 3.75 
.00- 5.25 
25 
$5.00 
8.50 
9.50 
. 
6.50 
9.50 
10.50 
= $ 3.00 
3.50 
: 4.00 
6.00 
8.00 
00- 8.00 
00 
00- 8.00 
00 
00 
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STONELEIGH, 2927 Avenue 
Double room, double bed - 8.00 
Double room, twin beds - Pea 
Double room, double bed with “parlor eee, 
Double room, twin beds with parlor __. ; . 12.00-20.00 
TRAVIS, 1611 Canton Street 
$ 4.50- 5.00 
Double room, double bed - 7.00 


Double room, twin beds - 
Double room, double bed ‘with ‘parlor 
Double room, twin beds with parlor... 


WHITE-PLAZA, 1933 Main 
Double room, "double bed 
Double room, twin beds 
Double room, double bed with parlor 
Double room, twin beds with parlor 


WHITMORE, 1019 Commerce Street 
Double room, double bed 
Double room, twin beds - 
Double room, double bed with parlor. 
Double room, twin beds with parlor. 


DALLAS MOTELS 


ALAMO PLAZA, 700 Fort Worth Avenue 
Double room, double bed - 
Double room, twin 


BELMONT MOTEL HOTEL, 901 Pont ee Avenue 
Single room 
Double room, double 
Double room, twin beds - 

2 


Double room, double bed with “parlor SS 2 
Double room, twin beds with parlor_. 


DALLASITE MOTEL, 4126 Central Expressmay_ 
Single room $7 
Double room, double bed 
Double room, twin beds — 8 


EL RANCHO-TEL TOURIST COURT, 6131 Hines Boulevard 
Single room — none 
Double room, double bed - .00 
Double room, twin beds 


EL SOMBRERO, 7002 Harry Hines 
Single room $ 
Double room, double bed - 
Double room, twin beds —- 
Double room, double bed with ‘parlor... 


HIGHLAND MOTEL, 6805 Harry Hines Boulevard 
Single room $4 
Double room, double bed - 

6 


Double room, twin beds 
Double room, double bed with ‘parlor... 
LAST FRONTIER MOTEL, 1736 Fort Worth Avenue 
Single room 3. 
Double room, double bed Ss 5.00 
pS 


LA TOURISTA COURTS, 6207 Hronstedte Hines Boulevard 


Single room 4.50 
Double room, “double bed 
Double room, twin beds - 


SKYLINE, 6833 Harry Hines Boulevard 


Single room — : 6.00 
Double room, twin beds — . 8.00 
Double room, double bed with parlor. .. 13.00 
Double room, twin beds with parlor _. .. 14.00 
MOTOR INN HOTEL OF DALLAS, Fort Worth Cut os 
Double room, double ....$ 4.00 
Double room, twin beds __. 5.00 


SEVENTY-SEVEN RANCH TOURIST COURT, 2000 Lucas ee 
Double room, double bed 
Double room, twin beds wattle 
Double room, double bed with parlor. 
Double room, twin beds with parlor. 


TOWER HOTEL COURTS, Hines Boulevard at the Circle 
Single room $ 
Double room, double bed 
Double room, twin beds — 
Double room, double bed with parlor. 
Double room, twin beds with parlor 


TOWN HOUSE TOURIST COURTS, 2914 Harry Hines ag 9 
Single room 
Double room, double bed 
Double room, twin beds 


REVIEWS 
Book Reviews 
Urological Surgery. By Austin Ingram Dodson, M.D., 
F.A.C.S., Professor of Urology, Medical College of 


Virginia; Urologist to the Hospital Division, Medical 

College of Virginia; Urologist to Crippled Children’s 

Hospital; Urologist to St. Luke’s Hospital and Mc- 

Guire Clinic, Richmond, Virginia. With contributions 

by Randal A. Boyer, M.D., Douglas G. Chapman, 

M.D., F.A.C.P., Fred M. Hodges, M.D., F.A.C.R., T. 

Leon Howard, M.D., F.A.C.S., Guy Winston Horsley, 

M.D., F.A.C.S., Linwood D. Keyser, M.D., F.A.CS., 

Robert B. McIver, M.D., F.A.C.S., Charles M. Nelson, 

M.D., Williams E. Pembleton, M.D., George C. 

Prather, M.D., F.A.C.S., James H. Semans, M.D., 

F.A.C.S., Lawrence O. Snead, M.D., F.A.C.R. Second 

Edition. 855 pages, with 645 illustrations. St. Louis: 

The C. V. Mosby Company, 1950. Price $13.50. 

The second edition of “Urological Surgery” is pre- 
sented in 48 chapters, 12 of which are prepared by a 
dozen able contributors listed above. It is a carefully 
written and practical treatise for the urologist and the 
general surgeon. 


Not all operations are given but the better ones are 
chosen, those that have been proven most useful. Not 
only is this a good operative urology; it is more than 
that. It constantly discusses the indications for opera- 
tions and when a particular operation should be 
employed. 

One of the most basic and practical chapters is that 
on urography by Lawrence O. Snead. It is full of help- 
ful pointers so often overlooked by urologists and roent- 
genologists. Its wisdom will be productive of far better 
urograms, especially the intravenous kind, which so often 
is a failure. 

Surgical treatment of bladder tumors is outstanding 
and is typical of the character of the book. 


The excellent description of uretero-intestinal anasto- 
mosis by McIver could be immensely improved by several 
more cuts showing the actual stitches of the anastomosis. 

Helen Lorraine’s splendid drawings contribute greatly 
to the value of the work. This volume has no equal in 
its field and scope. 


Trends in Gerontology. By Nathan W. Shock, Chief, 
Section on Gerontology, National Heart Institute, 
National Institutes of Health, and the Baltimore City 
Hospitals. 153 pages. Stanford, California: Stanford 
University Press, 1951. Price $2.50. 

The author has made a careful study of the various 
aspects of gerontology, which he defines as the “scientific 
study of the phenomena of aging.” In this report, he 
summarizes the efforts made in this country and abroad, 
to solve the problems connected with old age. Employ- 
ment, maintenance of health, living arrangements, educa- 
tion of the aged and those who take care of them, and 
community programs for old people are among the 
factors considered. Since many different fields of science 
are involved in meeting the demands of these problems, 
the author concludes that a coordinated program should 
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be carried out, under the auspices of an institute of 
gerontology. He recommends that the latter concern 
itself with research on aging, with teaching, and with 
service to the aged. The organization of such an in- 
stitute is outlined in considerable detail. 


Urgent Diagnosis without Laboratory Aid. A Discussion 
of the External Signs of Conditions Which Threaten 
Life. By Prof. Dr. Hanns L. Baur, a.o. Professor of 
Internal Medicine, University of Munich. 89 pages. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1950. Price $2.00. 

This brief monograph reviews the pertinent physical 
signs observable in the acutely ill individual which may 
lead to a diagnosis without laboratory aid. In this day 
of emphasis on diagnosis by spectrophotometer and 
electrocardiograph, too little emphasis has been placed 
on the lessons of Auenbrugger, Louis, Mackenzie, and 
von Muller. Dr. Baur has not only re-emphasized the 
value of physical signs in the acutely ill, but has analyzed 
the physiologic disturbances which are responsible for 
the development of the clinical manifestation of disease. 
Among the signs discussed are those of coma, convul- 
sions, syncope, abnormal odors, fever, dyspnea and 
vomiting. The style is quite readable, for the translation 
from the German is excellent, and there is a good index. 
Clinicians will find much herein of value. 


The American Nurses Dictionary; The Definition and 
Pronunciation of Terms in the Nursing Vocabulary. 
By Alice L. Price, B.S., R.N., Instructor of Nursing 
Arts at Columbia Hospital, Milwaukee. 656 pages. 
Philadelphia and London: W. B. Saunders Company, 
1949, 

Every nurse, both student and graduate, should find 
this book indispensable. It is written by a nurse espe- 
cially for nurses. To the nurse, mastery of the termi- 
nology of her profession should be as important as 
mastery of the technics in increasing her general com- 
petence. The enclosed “Vocabulary Guide” should be 
especially helpful to instructors of student nurses in 
helping them build a workable vocabulary and is an 
excellent beginning point for any nurse anxious to im- 
prove her technical word power. 

On the debit side, the author might have seen fit to 
indicate the part of speech after each word, since know- 
ing whether, for example, a word were an adjective or 
a noun would make its definition clearer. Some of the 
definitions are awkward, involving equally obscure 
words. 


John Hunter. By S. Roodhouse Gloyne, M.D. 104 pages 
with illustrations. Baltimore: The Williams and Wil- 
kins Company, 1950. 


John Hunter’s colorful personality lends itself very 
well to biographical description; and the author has 
done a fine piece of work in presenting the great doctor 
and scientist in the setting of his period. Due allowance 
is made for some of the more remarkable incidents in 
Hunter’s life, his association with the “body-snatchers,” 
the famous episode involving the Irish giant, and his 
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self-infection with “venereal poison.” But the character 
of this unusual man, with his virtues and shortcomings, 
and his contributions to medical science are also por- 
trayed in an arresting manner. This is a_ beautiful 
volume, with good illustrations, which should make a 
welcome gift for any physician. 


Neurology and Psychiatry in General Practice. Edited 
by Henry R. Viets, M.D., in collaboration with C. 
Charles Burlingame, M.D., Clarence B. Farrar, M.D. 
and Z. M. Lebensohn, M.D. 150 pages. New York: 
Grune & Stratton, 1950. Price $3.50. 

A series of lectures delivered during the clinical session 
of the American Medical Association in 1949 forms the 
basis for this small book. The presentations were 
planned for the benefit of the general practitioner and 
were designed to give him a factual view of modern 
neurology and psychiatry, with a minimum of technical 
terminology and conflicting points of view. The essential 
facts contained in these papers have been combined in 
16 chapters. A few of them are quite worthwhile, for 
instance one on “The Medical Patient Who Will Not 
Cooperate.” Most subjects, however, are dealt with in 
a generalized and superficial manner. It may well be 
expected that the alert general practitioner is already 
acquainted with the basic information found in this 
book. 


Eye Manifestations of Internal Diseases. Third Edition. 
By I. S. Tassman, M.D., Associate Professor of Oph- 
thalmology, Graduate School of Medicine, University 
of Pennsylvania, Philadelphia; Attending Surgeon, 
Wills Eye Hospital, Philadelphia, Pa. 672 pages, 279 
illustrations. St. Louis: The C. V. Mosby Company, 
1951. Price $12.00. 

A third edition of an ophthalmic work always indi- 
cates that the content has broad applications and that 
it has merit. Dr. Tassman’s book qualifies on both of 
these counts. It teaches the ophthalmologist something 
of the internal diseases of the body and it gives the 
internist a view of ophthalmology. 

Reviews of the previous editions have appeared in 
these columns. The first five chapters are an introduc- 
tion to ophthalmology for medical students and others 
without special ophthalmic training, and the latter three- 
fourths of the book considers the relation of all general 
diseases to the eye. Beginning with congenital and 
hereditary eye manifestations, successive chapters deal 
with infectious diseases, syphilis, tuberculosis, virus in- 
fections, fungus infections, diseases of the cardiovascular 
system, of the blood, endocrine glands, nervous system, 
intercranial tumors, the skin, and of the bones of the 
skull and orbit. 

The entire concept is well planned and well executed. 
The section on congenital glaucoma is disappointing 
because it fails to distinguish between buphthalmos and 
hydrophthalmos. Goniotomy, the new operation which 
has made the prognosis more favorable is not mentioned. 
The section reviewing the recent discoveries and theories 
on retrolental fibroplasia is excellent, and Klauder’s 
contribution on the treatment of ocular syphilis is 
classical. New general disease syndromes with eye find- 
ings are presented in detail, and the latest knowledge of 
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the antibiotics, antihistamines and other new drugs is 
incorporated with the previous sections dealing with 
these subjects. 


Bronchoesophagology. By Chevalier Jackson, M.D., 
Sec.D., LL.D., F.A.C.S., Honorary Professor of Bron- 
choesophagology and Laryngeal Surgery, Temple Uni- 
versity, Philadelphia; and Chevalier L. Jackson, M.D., 
M‘Sc., F.A.C.S., Professor of Bronchoesophagology and 
Laryngeal Surgery, Temple University, Philadelphia. 
366 pages, with 260 figures. Philadelphia and London: 
W. B. Saunders Company, 1950. Price $12.50. 


Notes on anatomy of the larynx, tracheobronchial tree 
and esophagus precede the discussion of these subjects. 
Normal and pathologic physiology are integrated in the 
coverage of each section. The authors present their 
technics for endoscopic examination, biopsy, and removal 
of foreign bodies. A list of minimum endoscopic equip- 
ment for the general hospital as well as special instru- 
ments is given. Interesting chapters deal with obstruction 
of the tracheobronchial tree, and diseases and abnor- 
malities of the esophagus. 


This book, by two pioneers in this field, is easy and 


instructive reading and is beautifully and adequately 
illustrated. 


Handbook of Antibiotics. By A. L. Baron, S. B. Penick 
& Co., New York. 303 pages. New York: Reinhold 
Publishing Corporation, 1950. Price $6.50. 

Here assembled in one useful volume is a pharma- 
cologic characterization of 141 antibiotic drugs. Dr. 
Henry Welch has contributed an illuminating chapter 
on the certification of antibiotics. Walter Derenberg, 
of the U. S. Patent Office, has supplied chapters on the 
selection and registration of trademarks, and on the 
existing registrations for basic antibiotics. It would 
seem that the purpose of this volume is to provide 
interpretive identification of antibiotics rather than a 
summary of the clinical indications and limitations. 
Although useful as a reference book for clinicians, it will 
prove most helpful to the microbiologist. 


Clinical Examination of Patients. With Notes on Lab- 
oratory Diagnosis. By John Forbes, M.D., M.R.C.P., 
Physician to the Wrexham Hospitals; late Clinical 
Tutor, Guy’s Hospital; and W. N. Mann, M_D., 
F.R.C.P., Assistant Physician to Guy’s Hospital. 323 
pages, illustrated. Baltimore: The Williams and Wil- 
kins Company, 1950. Price $4.50. 


Designed as a guide to the student in his introductory 
course in physical diagnosis, this book contains much 
essential information, in condensed form. The discussions 
are arranged according to organ systems, which is pref- 
erable to an arrangement by anatomical regions. Most 
chapters are summarized briefly so that the student may 
conveniently check whether he has covered the most 
important points in his examination. Distinctive points 
between hematemesis and hemoptysis, for instance, or 
between significant and insignificant murmurs should be 
quite useful to the student. The section on the central 
nervous system is excellent. Radiology of the various 
systems, other special methods of clinical investigation, 
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and some laboratory examinations are briefly considered. 
This is a fine introduction to clinical medicine, which 
deserves to be used extensively in medical schools. 


Sexual Deviations. By Louis S. London, M.D., Ameri- 
can Board of Psychiatry and Neurology; and Frank 
S. Caprio, M.D. With a foreword, by Nolan D. C. 
Lewis, M.D., Professor of Psychiatry, College of 
Physicians and Surgeons, Columbia University. 702 
pages. Washington, D. C.: The Linacre Press, Inc., 
1950. Price $10.00. 


The authors of this volume present a study of sexual 
deviations through a series of case reports illustrating 
most types of psychosexual pathology. Their approach 
to the problem is entirely through analysis, and they 
give their analysis of the free association and dream 
material of many of the patients whose cases they report. 
Included is a historical survey with general descriptions 
of the more common deviations, and at the end an 
adequate glossary. Most of the book is given to the 
aforementioned cases which serve as models of the 
various deviations, including their clinical descriptions, 
psychobiological background, therapy, and prognosis. An 
experiment is recorded, in which the junior author 
analyzes a patient of the senior author’s solely from 
dream material without any other knowledge of, or any 
personal contact with the patient. This may be taken as 
proof of Freud’s teaching that dreams are the “key to 
the closet of the subconscious mind.” 


The American literature is seriously lacking in works 
dealing with these problems. This book should prove 
especially valuable in helping the general practitioner and 
gynecologist to understand the sexual problems of many 
of their patients. It is a valuable addition to a neglected 
but important field. 


Multiple Sclerosis and the Demyelinating Diseases. Pro- 
ceedings of the Association December 10 and 11, 1948, 
New York. 675 pages, with 153 illustrations and 124 
tables. Baltimore: The Williams and Wilkins Com- 
pany, 1950. Price $12.00. 

This volume contains all of the presentations given in 
the three-day, 1949 session of the Association for Re- 
search in Nervous and Mental Diseases devoted to 
multiple sclerosis. In 1921 the same association devoted 
its annual meeting to the same subject. This volume 
describes the many changes and new developments in 
the study and treatment of this baffling disease which 
have occurred since that time. The book is divided into 
eight parts and covers every aspect of multiple sclerosis 
and many aspects of associated demyelinating diseases 
of the nervous system. 

In the first and second parts the history of the study 
of the disease is reviewed and its geographic distribution 
is discussed. It is pointed out that the condition offers 
a heavy social burden out of all proportion to its fre- 
quency. 

In the third section the etiology of the demyelinating 
processes is considered. There is fairly uniform agree- 
ment that the patches of demyelination are related to 
the small veins, but beyond that, great diversity of 
opinion is expressed as to the exact method by which 
the blood vessels participate in the development of the 
plaques. The very interesting work on the role of the 
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trace elements (copper, cobalt, etc.) in the prevention 
of demyelinating diseases in animals is discussed as well 
as the role of virus infections, toxins, allergy, sensitiza- 
tion, emotional stress and hereditary elements. 


Part four is an important consideration of the blood 
flow in multiple sclerosis. Part five is concerned with 
the minute chemical and microscopic structure of the 
myelin sheath. Following this there are sections dealing 
extensively with the pathology of demyelinating dis- 
eases, the clinical picture and the treatments in current 
use. The section on clinical findings goes into the sig- 
nificance of various spinal fluid findings, the findings of 
sheathing of the retinal veins, temporal pallor of the 
optic discs, etc. The effect of pregnancy upon multiple 
sclerosis is discussed and some doubt is thrown upon the 
long prevailing opinion that the disease tends to be 
precipitated or exacerbated by pregnancy. The section 
on treatment of multiple sclerosis is quite brief, its 
brevity being in line with the statement in the foreword 
“Multiple sclerosis is still with us, a common and dis- 
abling effection, of which we do not know the cause 
and for which we have no cure.” 


Although this volume puts forth no startling revela- 
tions as to the etiology or treatment of multiple sclerosis, 
it covers well the broad scope of the investigations and 
the modes of treatment used in this condition for the 
last twenty-five years. As with the other publications 
of the Association for Research in Nervous and Mental 
Diseases, this volume will become the standard reference 
on the condition for years to come and may point the 
way toward a better understanding of multiple sclerosis 
and eventually may lead to effective therapy on this 
baffling condition. It should be in the hands of all who 
have more than a passing association with multiple 
sclerosis. 


Medicine for Nurses. By W. Gordon Sears, M.D. (Lon- 
don), M.R.C.P. (London), Senior Physician and 
Superintendent, Mile End Hospital, London. Fifth 
Edition. 472 pages, illustrated. Baltimore: The Wil- 
liams and Wilkins Company, 1949. Price $3.00. 
This text is distinguished by simplicity of presentation 

and wise selection of only the most important facts. 

The arrangement is such that the book may well be 

followed in a course of lectures on internal medicine, 

and it should be of assistance not only to nurses, but 
also to the physician who is engaged in teaching medi- 
cine to student nurses. All important medical diseases 
are covered in appropriate detail, and the author gives 
some excellent discussions of the duties of the nurse in 
various conditions, for instance in tracheotomies. Prac- 
tical aspects of nursing have been stressed throughout 
the book. There are also chapters on causes of sudden 
death, poisoning, and materia medica. In regard to the 
latter, some discrepancies exist, of course, between the 

American nomenclature and the British nomenclature 

followed in this volume. This factor detracts slightly 

from the value of an otherwise highly commendable 
textbook. 


Principles of General Psychopathology. An Interpreta- 
tion of the Theoretical Foundations of Psychopatho- 
logical Concepts. By Siegfried Fischer, M.D., Clinical 
Instructor in Psychiatry, University of California; 
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Formerly Professor of Psychiatry and Neurology, 
University of Breslau. 327 pages. New York: Philo- 
sophical Library, 1950. Price $4.75. 


This volume is a very comprehensive study of psycho- 
pathology, beginning in each instance with the psycho- 
logical basis. A single volume dealing with this subject 
alone has long been needed; its relatively scanty treat- 
ment in general psychiatric text has never been full 
and sufficiently complete. It is another bridge across 
the gap between clinical psychology and psychiatry 
which makes it very profitable reading for psychiatrists. 
It will be of special benefit to students and teachers of 
psychiatry and should be in every medical college li- 
brary. Theoretical and practical knowledge are suffi- 
ciently treated side by side to be thought provoking and 
stimulating for possible further research. 


Cerebral Angiography. By P. Almeida Lima, Professor 
of Neurology, Lisbon Faculty of Medicine. With an 
introduction of Egas Moniz, formerly Professor of 
Neurology, Lisbon Faculty of Medicine. Foreword 
by Sir Hugh Cairns, K.B.E., D.M., F.R.C.S., Nuffield 
Professor of Surgery in the University of Oxford. 221 
pages, illustrated. London, New York, Toronto: Ox- 
ford University Press, 1950. Price $8.75. 

This represents the first book in English on a very 
valuable addition to the diagnostic armamentarium of 
the neurosurgeon. The Portugese author has written 
this volume in English and presents the experience of 
his chief, Egas Moniz (who first opened the field), and 
himself for the past 25 years. 

Angiography is the only method of value in the diag- 
nosis of vascular lesions of the brain. The author prefers 
injection of a colloidal suspension of thorium dioxide 
after operative exposure of the common carotid artery 
on each side. Fancy gadgets are regarded as luxuries, 
although the use of serial jilms, taken at intervals of 
two seconds, is regarded as essential. 

The diagnosis of intracranial tumors by angiography 
is emphasized by Lima, with a large number of demon- 
stration angiograms. The reproductions are excellent and 
there are many diagrammatic sketches to aid in explain- 
ing some of the more obscure roentgenograms. There 
is an excellent chapter on the diagnosis of intracranial 
tumors. The use of angiography in the diagnosis of 
brain neoplasms has been of considerable help to the 
neurosurgeon in planning his operative attack. If the 
location of the various “feeder” vessels to the tumor is 
known these can be ligated, rendering the operation less 
difficult. 

The book is clearly presented and beautifully illus- 
trated. 


American Red Cross First Aid Textbook for Juniors. 
By Carl J. Potthoff, M.D., M.P.H., National Director 
of First Aid and Associate Medical Director, Washing- 
ton, D. C. 132 pages, illustrated. Philadelphia: The 
Blakiston Company, 1949. Price $1.00. 

This new American Red Cross textbook should prove 
to be most useful in teaching first aid to young people. 
It is especially designed for the junior high school age 
group and its scope is wider and more interesting than 
just the essentials of first aid. Its emphasis is on safety 
consciousness and accident prevention. Accidents are the 
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largest cause of death among young people. The mate- 
rial is well presented and attractively illustrated. There 
are review questions and interesting material for topics 
and class projects of various types. 


Books RECEIVED 


Virus and Rickettsial Diseases. By S. P. Bedson, M.D., 
F.R.C.P., F.R.S., Professor of Bacteriology, London 
Hospital; A. W. Downie, D.Sc., M.D., Professor of 
Bacteriology, University of Liverpool; F. O. Mac- 
Callum, B.Sc., M.D., Director, Virus Laboratory, Cen- 
tral Public Health Laboratory; C. H. Stuart-Harris, 
M.D., F.R.C.P., Professor of Medicine, University of 
Sheffield. 382 pages, with illustrations. Baltimore: 
The Williams & Wilkins Company, 1950. 


Nutrition and Alcoholism. By Roger J. Williams, Di- 
rector of the Biochemical Institute of the University 
of Texas, Galveston. 82 pages. Norman, Oklahoma: 
University of Oklahoma Press, 1951. Price $2.00. 


Psychosurgery in the Treatment of Mental Disorders 
and Intractable Pain. By Walter Freeman, M.D., 
Ph.D., F.A.C.P., Professor of Neurology, George 
Washington University, Washington, D. C.; and James 
W. Watts, M.D., F.A.C.S., F.I.C.S., Professor of Neu- 
rological Surgery, George Washington University, 
Washington, D. C. Second Edition. 598 pages. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1951. 
Price $10.50. 


Return to Life. By Lily MacLeod. 128 pages. Phila- 
delphia and New York: J. B. Lippincott Company, 
1950. Price $2.00. 


A Textbook of the Practice of Medicine. By various 
authors, edited by Frederick W. Price, F.R.S.Ed:, M.D. 
C.M.Ed., F.R.C.P. (Lond.), Hon., M.D. Belf., Con- 
sulting Physician to the Royal Northern Hospital and 
to the National Hospital for Diseases of the Heart, 
London. Eighth Edition. 2,076 pages. New York: 
Oxford University Press, 1950. Price $9.00. 


Clinical Heart Disease. By Samuel A. Levine, M.D., 
F.A.C.P., Clinical Professor of Medicine, Harvard 
Medical School. Fourth Edition. 556 pages with 192 
illustrations. Philadelphia and London: W. B. Saun- 
ders Company, 1951. Price $7.75. 


A Text-Book of X-Ray Diagnosis. By British authors 
in four volumes. Edited by S. Cochrane Shanks, M.D., 
F.R.C.P., F.F.R., Director, X-Ray Diagnostic Depart- 
ment, University College Hospital, London; and Peter 
Kerley, M.D., F.R.C.P., F.F.R., D.M.R.E., Director, 
X-Ray Department, Westminister Hospital, Radi- 
ologist, Royal Chest Hospital, London. Second Edi- 
tion, Volume I. 434 pages with 439 illustrations. 
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Philadelphia and London: W. B. Saunders Company, 
1951. Price $12.00. 


Allergy: Facts and Fancies. By Samuel M. Feinberg, 
M.D., Associate Professor of Medicine, Chief of Sec- 
tion of Allergy and Director of Allergy Research Lab- 
oratory, Northwestern University Medical School. 173 
pages. New York: Harper and Brothers, 1951. Price 
$2.50. 


Recent Advances in Physical Medicine. Edited by Francis 
Bach, M.A., D.M. (Oxf.), D. Phys. Med., Member 
Council British Association of Physical Medicine, 
(Ministry of Pensions). 490 pages, with 93 illustra- 
tions. Philadelphia: The Blakiston Company, 1950. 
Price $4.50. 


Wheeler and Jack’s Handbook of Medicine. Revised by 
Robert Coope, M.D., B.Sc., F.R.C.P., Physician, Liver- 
pool Royal Infirmary. Eleventh Edition. 648 pages. 
Baltimore: The Williams and Wilkins Company, 1950. 


Nutrition and Chemical Growth in Childhood. Volume 
III. Calculated Data. By Icie G. Macy, Ph.D., Sc.D., 
Director of the Research Laboratory, Children’s Fund 
of Michigan. With a foreword by Helen A. Hunscher, 
Ph.D., Head of the Department of Home Economics, 
Western Reserve University, Cleveland, Ohio. 713 
pages. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher, 1951. Price $8.00. 


Pulmonary Ventilation and Its Physiological Regulation. 
By John S. Gray, M.D., Ph.D., Professor of Physi- 
ology, Northwestern University Medical School, Chi- 
cago, Illinois. 82 pages. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1950. Price $2.00. 


The 1950 Year Book of Drug Therapy. Edited by Harry 
Beckman, M.D., Director, Department of Pharma- 
cology, Marquette University School of Medicine. 566 
pages, with 88 illustrations. Chicago: The Year Book 
Publishers, Inc, 1950. Price $5.00. 


Family Centered Maternity and Infant Care. Report of 
the Committee on Rooming-In of the Josiah Macy, 
Jr. Foundation Conference on Problems of Infancy and 
Early Childhood. Edited by Edith B. Jackson, M.D., 
Departments of Pediatrics and Psychiatry, Yale Uni- 
versity School of Medicine, New Haven, Connecticut ; 
and Genevieve Trainham, R.N., M.A., Director, Infant 
Growth Laboratory, Merrill-Palmer School, Detroit, 
Michigan. With the assistance of members of The 
Rooming-In Committee. 29 pages. New York: Josiah 
Macy, Jr. Foundation, 1950. Price $0.25. 


Symposium on the Health Personality. Transactions of 
Special Meetings of Conference on Infancy and Child- 
hood, June 8-9 and July 3-4, 1950, New York, New 
York. Edited by Milton J. E. Senn, M.D., Depart- 
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ments of Pediatrics and Psychiatry School of Medi- 
cine, Yale University, New Haven, Connecticut. Sup- 
plement II: Problems of Infancy and Childhood, 
Transactions of Fourth Conference, March, 1950. 298 
pages. New York: Josiah Macy, Jr. Foundation, 1950. 
Price $2.50. 


Blood Clotting and Allied Problems. Transactions of 
the Third Conference, January 23-24, 1950, New York, 
New York. Edited by Joseph E. Flynn, Department 
of Pathology, College of Physicians and Surgeons, 
Columbia University. 224 pages, illustrated. New 
York: Josiah Macy, Jr. Foundation, 1950. Price $3.00. 


Trephine Technique of Bone Marrow Infusions and 
Tissue Biopsies. By Henry Turkel, B.A., M.A., M.D. 
Fourth Edition. 60 pages, with illustrations. Detroit: 
Trephine Instruments Incorporated, 1950. Price $1.00. 


Southern Medical News 


ALABAMA 
The Alabama Heart Association elected new officers recently at 
a meeting in Birmingham. Dr. Grady O. Segrest, Mobile, was 


elected President to succeed Dr. Edgar Givhan, Birmingham. 
Mr. Mark —_ has been elected President-Elect. Other new 
— are: John B. Burrett, Birmingham, Vice-President; 
Mrs. A. F. Mobile, Secretary, and Mr. Thurlow Guinn, 
Birmingham, Treasurer. 

The Birmingham ie Hospital, Birmingham, recently set up 
a bone bank for use orthopedic surgery. Dr. Ralph Terhune, 
——*, was instrumental in establishing the bank. 

Dr. T. Brannan Hubbard, Montgomery, was elected President 
of the Medical Association of the State of Alabama at its meeting 
held in April in Mobile. He succeeds Dr. Joseph H. Weldon, 
Mobile. a. B. W. McNease, Fayette, was named President- 
Elect. W. Windham, Dothan, was elected Vice-President 
Bo. the "Southeastern Division. Newly elected the 


Hygiene Program.” 

Dr. Robert Andrew Hingson, a native of Anniston, has been 
named Professor of Anesthesia at the Lae Reserve University 
School of Medicine, Cleveland, Ohio. He is a graduate of the 
University of Alabama, Tuscaloosa, and took his first two years 
of medical training at the Medical College of Alabama, Bir- 
mingham. He was formerly director of obstetrical anesth 
ae” Johns Hopkins University Hospital in Baltimore, 


land. 
Dr. Charles S. Sherwin, professor of surgery at the St. Louis 
University School of me, St. Louis, Missouri, was elected 
President-Elect of the John Andrew Medical Society which 
held its thirty-ninth annual cllate in Tuskegee in April. He is 
the first white physician in the history of the society a white 
and Negro physicians to be elected to that post. Dr. J. A. Walls, 
Louisville, wo was installed as President at the clinic. 
He succeeds Dr. Armen G. Evans, instructor in pediatrics, Western 
Reserve University School of Medicine, Cleveland, Ohio. Dr. 
Eugene H. Dibble Jr., manager of the John A. Andrew Hospital, 
Tuskegee, was re-elected Secretary-Treasurer. The April meeting 
of the society, which was formed in 1912 by a group of white 
| was attended by more than 500 physicians 
len 


ARKANSAS 


Dr. Howard Schwander and Dr. Lawrence Zell, both of Little 
Rock, recently conducted a diagnostic cancer clinic at Conway. 
The clinic was sponsored by the Faulkner County Medical Society 
and the Arkansas Division, American Cancer Society. 

Dr. Fount Richardson, Fayetteville, has been appointed to the 
joint committee on Industrial Health of the American Medical 
Association and the American Academy of General Practice. 


Dr. James W. Headstream, Little re who was recently made 
a diplomate of the American Board of Urology, is now head of 
the Division of Urology in the Department of Somer at the 
University of Arkansas School of — Little R 

Dr. Mason G. Lawson, Little R has been appointed Acting 
na Health Officer of Little Rock. 

C. C. Long, Ozark, has been elected Chief of Staff of the 
Clarksville Municipal Hospital 

Dr. S. A. Drennen, Stuttgart, was elected President-Elect of 
the Arkansas State Medical Association at its annual meeting in 
Little Rock, April 23-25. 

The Arkansas Chapter of the American Academy of General 
Practice met in Little Rock Sunday a and evening April 
22, under the presidency of Dr. Lowry H. McDaniel, Tyronza. 
The scientific and business meeting was held in the afternoon and 
dinner in the evening. Dr. McDaniel presented his President’s 
Address at the dinner meeting. At the business meeting in the 
afternoon Dr. M. D. McClain, Little Rock, was installed as 
President and Dr. Harry E. Murray, Texarkana, was elected 
President-Elect. 


DISTRICT OF COLUMBIA 


The Cancer Institute of the National Institutes of Health, 
Public Health Service, Washington, has announced that cancer 
surveys covering cities "and their adjacent suburbs and rural areas 
in the United States will be ready by the end of the year. The 
first survey, covering Atlanta, Georgia, and the second survey, 
covering San Francisco, California, have been released. Results of 
other surveys will be released at two-month intervals. Dr. Harold 
F. Dorn, Chief of the Biometrics Branch of the National Institutes 
of Health, is in charge of the scientific analysis being made of 
the data. Studies were directed by Dr. Raymond F. Kaiser, Chief 
of the Institute’s Control Branch. 

eement in standardizing of supplies in the national blood 
program has resulted from meetings held recently at Red Cross 
Headquarters in Washington. The Red Cross blood program staff 
has met with representatives from commercial laboratories, the 
Public Health Service, the Civil Defense Administration and the 
military, in working out the standardization of equipment, from 
collection to transfusion in the field. No one agency will have 
final authority on details. 

Dr. Thomas M. Peery, Washington, has been promoted from 
associate professor to professor of pathology in postgraduate in- 
struction at George Washington University Hospital, Washington. 

The Executive Committee of the Pan American Sanitary Or- 
ganization held its thirteenth meeting in Washington, April 23 
through May 2. Dr. H. van Zile Hyde, Washington, Director of 
the Division of Health and Sanitation, Institute of Inter-American 
a Washington, was the United States Delegate to the 
meeting. 

The Nominating Committee of the Medical Society of the Dis- 
trict of Columbia announced the following at a 
meeting March 7: Dr. Wallace M. Yater, for President-Elect : Dr. 
W. Ross Morris, for First Vice-President; Dr. Esther A. Nathanson, 
for Second Vice-President; and for Member of the Executive 
Board, Dr. William M. Ballinger 

The Medical Arts Society held” its annual meeting May 10 at 
the Kennedy-Warren in Washington. 

Dr. Malcolm T. MacEachern, Washington, has been capeioeet 
Director of Professional Relations of the American Hospital As- 
sociation. He was formerly Director of the American College of 
Surgeons, and is now President of the American Protestant Hos- 
pital Association. 

Dr. Ralston H. Adams, Washington, will serve as Admitting 
Officer at Gallinger Municipal Hospital, Washington, in the absence 
of oy Richard L. Whelton who is presently on military duty. 

Lawn Thompson is the new chairman of the Department 
of Medicine at Garfield ae Hospital, Washington. He 
succeeds Dr. A. D. Daughto 

Dr. Emil J. C. Hildenbrand, Washington, has been appointed 
surgeon for the Baltimore and Ohio Railroad in Washington. 

Dr. Jack C. Haldeman, a native of Downey, Idaho, has been 
appointed Chief of the Division of State Grants, Public Health 
Service of the Federal a Agency. He succeeds Dr. Estella 
— who has been assigned a Point IV mission at Beirut, 

on. 


FLORIDA 


The Nineteenth Annual Graduate Short Course will be held 
une 25-30 at the George Washington Hotel in Jacksonville. 
nquiries should addressed to the Department of Medicine, 
Graduate School, University of Florida, 1009 Stockton St., 
Jacksonville. 

Dr. Homer L. Pearson, Jr., Miami, Secretary of the State Board 
of Medical Examiners, ‘has reported that 116 physicians were 
licensed recently to practice medicine in Florida after successful 
completion of the te of the ut last November. 

Dr. Herbert L. Bryans, Pensacola, has been elected President 
of the State Board of Health. This 4 the tenth consecutive term 
he has held the office. 


MEDICAL NEWS continued on page 42 


1 
7 
: The Social Hygiene Association of Birmingham held its annual 
meeting in Birmingham, May 15, at which time Dr. William G. 
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All-Around Vitamin Supplementation 
for the “active ages”’ 


water-soluble liquid 
vitamin preparations... 
Mead’s three Vi-Sols provide flexibil- 
ity in choice of vitamins to meet the 


varying needs of the “active ages”, 
combined with an unusual palatabil 
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ity that assures patient acceptance. 


VITAMIN A | VITAMIN D ) ASCORBIC ACID | THIAMINE ) RIBOFLAVIN | NIACINAMIDE 
5000 1000 
ger. wot units units 50 mg. Tig. 0.8 mg. Smg. 
TRI-VI-SOL 5000 | 1000 ‘ini 
eoch 0.6 ce. supplies: units units 
CE-VI-SOL 
each 0.5 ce. supplies: 50 mg. 
Available in 15 and 50 cc. bottles 


MEAD JOHNSON & CO. 


EVANSVILLE 21,5I1ND.,U.S A 
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Continued from page 570 


Dr. Andrew P. Haynal, Orlando, formerly of the medical staff 
of the Florida Sanitarium, is presently taking a three months’ 
course at the Harvard University School of Public Health, Cam- 
bridge, Massachusetts, preparatory for a position with the Economic 
—— Administration doing public health work in southeast 

sia. 

Dr. John D. Cross, DeLand, opened offices there recently for 
the practice of medicine. 

A new model cytology center for the diagnosis of cancer has 
been established in Miami. The center, under direction of Dr. 
J. Ernest Ayres, director of the cytology laboratory at McGill 
University, Montreal, Canada, will provide a program for teaching 
and training of physicians and technicians in cytology and for 
carrying on research. 


GEORGIA 


New officers of the Medical Association of Georgia were elected 
at its one hundred and first annual session which met in Augusta 
in April. Dr. W. F. Reavis, Waycross, was elected President; Dr. 
C. F. Holton, Savannah, President-Elect; Dr. R. McGahee, 
Augusta, First Vice-President; Dr. H. A. Seaman, Waycross, 
Second Vice-President; Dr. David Henry Poer, Atlanta, Secretary- 
Treasurer; Dr. C. H. Richardson, Sr., Macon, Delegate to the 
American Medical Association; Dr. Bruce Schaefer, Toccoa, Coun- 
cilor of the Ninth District; and Dr. H. L. Cheves, Union Point, 
Councilor of the Tenth District. 

A new Constitution and By-Laws for the Medical Association of 
Georgia were drawn up during the annual session in Augusta, and 
will be published soon in the Journal of the association. 

Dr. T. E. Abercrombie, Atlanta and Decatur, was presented the 
Ware County Hookworm Loving Cup at the Augusta session of the 
Medical Association of Georgia, for his early campaigns against 
human hookworm infestations, and for other public health work. 

Dr. J. M. Byne Jr., Waynesboro, has been elected Chief of 
Staff of the New Burke County Hospital. Other officers are: Dr. 
Everett Bargeron, Waynesboro, Vice-President; and Dr. G. C. 
Green, Secretary-Treasurer. 

Dr. Horace B. Cupp has been appointed manager of the Lawson 
General Hospital, Chamblee. He succeeds Dr. L. H , who is 
ar geal of the Veterans Administration Hospital in Richmond, 

irginia. 

Dr. Asa W. DeLoach, Savannah, has announced the opening of 
offices there in association with Dr. E. T. Upson. 
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Dr. Murdock Equen, Atlanta, of the Ponce de Leon Eye and 
Ear Infirmary, has announced the association of Dr. Frank W. 
Buckner, formerly of Albany, who will limit his practice to 
otolaryngology and bronchoscopy. 

Dr. Thomas F. Jackson, Augusta, of the Department of 
Radiology of the University of Georgia School of Medicine, Au- 
gusta, is at Oak Ridge, Tennessee, studying technics for using 
radioisotopes in research. 

Dr. Paul A. Keller, Athens, recently returned there to open 
practice. 

Dr. William Henry Lippitt, Savannah, has announced the open- 
ing of offices there for the practice of general surgery. 

Dr. Julian L. Lokey, Augusta, has been called into active service 
and is now at Fort Benning. 

Dr. Norman P. Pursley, formerly of the Milledgeville State 
Hospital, Milledgeville, has become associated with the Georgia 
Training School for Mental Defectives, Gracewood. 

Dr. Horace D. Smith, formerly of the Veterans Administration 
Center, Los Angeles, California, is now with the Lawson Veterans 
Administration Hospital, Chamblee. 

Dr. Brooke F. Summerour, Dalton, has been called to active 
service and is stationed at Fort Benning. 

Dr. Edwin W. Turner, East Point, has been called into active 
service and is now stationed at Hunter Air Force Base, Savannah. 

Dr. Lillian Hadsell, Dr. William C. Becker, and Dr. Oscar M. 
Mims, Dublin, have been appointed to the staff of the Veterans 
Administration Hospital in Dublin. 

Dr. W. Robert Dunn, Cumming, has been called into active 
service and is stationed at Isle of Palms, South Carolina. 

Dr. David Henry Poer, Atlanta, associate in surgery at the 
Emory University School of Medicine, Emory, was recently in the 
Canal Zone on a teaching trip for the surgeon general of the 
United States Army. 

Dr. Claud P. Cobb, formerly of Douglasville, has become as- 
sociated with the Turner-Tucker Clinic, East Point. 

Dr. Ben Keith Looper, Canton, has announced the opening of 
the Cherokee Clinic and Maternity Center in Canton. 

Mr. Wesley E. Gilbertson, Atlanta, Executive Officer of the 
Communicable Disease Center, served as technical advisor to the 
United States delegation to the fourth World Health Assembly, 
Geneva, Switzerland, in May. 

Dr. Clifton H. Smith, manager of the Veterans Administration, 
Peachtree Road Hospital, Atlanta, has been appointed manager of 
the Veterans Administration, Spring Road Hospital, Indianapolis, 
Indiana. 


Continued on page 46 


UROLOGY 


A combined full-time course in Urology, covering an 
academic year (8 months). It comprises instruction in 
pharmacology; physiology; embryology; biochemistry; bac- 
teriology and pathology; practical work in surgical anatomy 
and urological operative procedures on the cadaver; regional 
and general anesthesia (cadaver); office gynecology; proc- 
tological diagnosis; the use of the ophthalmoscope; physical 
liagnosis; roentgenological interpretation; electro-cardio- 
graphic interpretation; dermatology and syphilology; neu- 
ology; physical medicine; continuous instruction in cysto- 
endoscopic diagnosis and operative instrumental manipula- 
tion; operative surgical clinics; demonstrations in the opera- 
tive instrumental management of bladder tumors and other 
vesicle lesions as well as endoscopic prostatic resection. 


EYE, EAR, NOSE AND THROAT 


A combined full-time course covering an academic year (9 
months). It consists of attendance at clinics, witnessing 
operations, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat on the 
cadaver; head and neck dissection (cadaver): clinical and 
cadaver demonstrations in bronchoscopy, laryngeal sur- 
gery and surgery for facial palsy; refraction; radiology: 
pathology; bacteriology; embryology; physiology, neuro- 
anatomy; anesthesia; physical medicine; allergy; examina- 
tion of patients preoperatively and follow-up postoperatively 
in the wards and clinics. Also refresher courses (3 months). 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


FOR INFORMATION ADDRESS 
THE DEAN, 345 WEST SOTH STREET. NEW YORK 19. N. Y. 


FOR THE GENERAL SURGEON 


A combined surgical course comprising general surgery, 
traumatic surgery, abdominal surgery, gastroenterology, 
proctology, gynecological surgery, urological surgery. At- 
tendance at lectures, witnessing operations, examination of 
patients preoperatively and postoperatively and follow-up 
in the wards postoperatively. Pathology, radiology, phy- 
sical medicine, anesthesia. Cadaver demonstrations in sur- 
gical anatomy, thoracic surgery, proctology, orthopedics. 
Operative surgery and operative gynecology on the cadaver. 


RADIOLOGY 

A comprehensive review of the physics and higher mathe- 
matics involved, film interpretation, all standard general 
roentgen diagnostic procedures, methods of application and 
doses of radiation therapy, both x-ray and radium, standard 
and special fluoroscopic procedures. A review of derma- 
tological lesions and tumors susceptible to roentgen therapy 
is given, together with methods and dosage calculation of 
treatments. Special attention is given to the new diagnostic 
methods associated with the employment of contrast media 
such as bronchography with Lipiodol, uterosalpingography, 
visualization of cardiac chambers, perirenal insufflation and 
myelography. Discussions covering roentgen departmental 
management are also included. 
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Each VERATRITE Tabule contains: 
Veratrum Viride 3 CRAW UNITS* 


Sodium Nitrite.......,.. 1 grain 
Phenobarbital......... Ya grain 
Beginning Dose: 2 tabules t.i.d., 
after meals. 


*Biologically Standardized for toxicity 
by the Craw Daphnia Magna Assay. 


IRWIN, NEISLER 


Veratrite, for routine use, is a reliable hypotensive agent without serious 
side-effects. Circulatory improvement, a gradual fallin blood pressure, and 
a new sense of well-being can be obtained without complicated dosage 
schedules or daily dosage adjustments. Economy —a point of importance 
in long-range therapy—is in favor of Veratrite in the management of 
the great majority of hypertensive patients. 

Supplied: Bottles of 100, 500, 1000 at prescription pharmacies every- 


where. 


LITERATURE AND SAMPLES ON REQUEST 


& COMPANY ¢ DECATUR, ILLINOIS 
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NOW 


Specifically for “Drop-Dosage” 
Prophylaxis of Hypochromic Anemia 
in the Pediatric Patient 


~ 


MOL-IRON* DROPS 


Sage MOLYBDENIZED FERROUS SULFATE 


White’s Mol-Iron—most effective iron therapy known! 2: 3:—now is available in 
drop-dosage form, especially convenient for prophylactic administration to infants 
and children. 


WELL-TOLERATED—Mol-Iron Drops, started shortly after birth and continued at least 
six months, offers a sound, routine measure for preventing hypochromic anemia. 


Each cc. Mol-Iron Drops contains 125 mg. molybdenized ferrous sulfate (25 mg. 
of elemental iron). 


DOSAGE AND ADMINISTRATION—O.3 cc. (7.5 mg. iron) or 0.6 cc. (15 mg. iron) daily— 
most satisfactorily administered in a small quantity of water or orange juice. 7.5 mg. 
of iron represents M.D.R. up to 6 years of age. 


SUPPLIED: Bottles of 15 cc. and 50 cc. with dropper calibrated to 0.3 cc. and 0.6 cc. 


convement WHITE LABORATORIES, INC. 


MOL-IRON FORMS: 


MOL-IRON LIQUID and Obstet. & Gynec. 57:541 (1949). 
MOL-IRON TABLETS— 2. Chesley, R. F., and Annitto, J. E.: Bull. Margaret 
for treatment of Hague Mat. Hosp. / :68 (1948). 


Pharmaceutical Manufacturers, Kenilworth, N. J. 
1. Dieckmann, W. J., and Priddle, H. D.: Am. J. 


iron deficiency anemia. 3. Healy, J. C.: The Journal Lancet 66:218 (July) 
1946. 
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for the pain, 
_ depression and CRAMPS 


of DYSMENORRHEA 


‘Edrisal’ does more than relieve 
the pain and lift the mood of your 
dysmenorrhea patient. Because it contains 
“Benzedrine’ Sulfate, ‘Edrisal’ also works to 
relieve the cramps so often associated with 

this painful period. Janney has observed: 
“The most satisfactory antispasmodic drug 
for use in spastic dysmenorrhea is. 

in my experience, Benzedrine Sulfate . . .”** 


“Benzedrine’ Sulfate . . . 2.5 mg. 

(racemic amphetamine sulfate, S.K.F.) 

Acetylsalicylic acid . . . 2.5 gr. 
Phenccetin . . . 2.5 gr.- 


Edrisal 


Dosage: Two tablets, repeated every three hours, starting two days before men- 
struation. Smith, Aline & French Laboratories + Philadelphia 


‘Edrisal’ and ‘Benzedrine’ ‘T.M. Reg. US. Pat. Off. 
*Janney, J.C.: Medical Gynecology, ed. 2, Philadelphia, W.B. Saunders, 1950, p- 365. 
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Continued from page 42 


Students and faculty members of the Emory University School of 
Medicine, Emory, were guests of the Eli Lilly and Company April 
12-14 in Greenfield, Indiana, at which time they inspected the 
Laboratories, replica of the original laboratories and the Biological 
Laboratories. 


-KENTUCKY 


County Medical Societies in the State of Kentucky will be asked 
to appoint an Emergency Medical Service Committee by the 
Emergency Medical Service Committee of the Kentucky State 
Medical Association, it has been announced by Dr. Pat R. Imes, 
Louisville, Chairman of the state committee. 


The Kentucky Society for the Advancement of Pediatrics held 
its second annual meeting April 26 at the Pendennis Club in 
Louisville. 

The Southern Society of Anesthesiologists held its annual meet- 
ing April 20-21 at the Brown Hotel in Louisville. 

The University of Louisville School of Medicine and the Ken- 
tucky State Medical Association are sponsoring a postgraduate 
course in Pediatrics at the Children’s Hospital in Louisville. The 
course started May 3, and is scheduled for every Thursday through 
June 21. 

The Kentucky Hospital Association held its annual meeting in 
the Kentucky Hotel, Louisville, April 10-12. 

Mr. Victor A! Sholis, Louisville, was awarded the 1951 Award 
of the American Cancer Society as the layman contributing most 
to the cancer control program in America. Dr. Elmer L. Hen- 
derson, also of Louisville, President of the American Medical 
Association and the World Medical Association, made the presen- 
tation of the award at ceremonies held recently in Louisville. Dr. 
J. Duffy Hancock, Louisville, chairman of the Board in Kentucky 
for the American Cancer Society, was awarded the 1951 Cancer 
Crusade Citation for the Kentucky Division of the organization. 


LOUISIANA 


Dr. John K. Hampton, Jr., instructor in physiology at the 
Tulane School of Medicine, New Orleans, has been named as a 
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“Scholar in Medical Science” by the John and Mary R. Markle 
Foundation, and will be awarded a $30,000 grant to carry on his 
cardiovascular research. He is one of 20 physicians across the 
nation to receive the honor. 

Dr. Emmanuel Farber, instructor in pathology at the Tulane 
School of Medicine, New Orleans, is the recipient of an $18,000 
three-year research scholarship from the American Cancer Society. 

Dr. Russell L. Holman, professor and Head of the Department 
of Pathology at the Louisiana State University School of Medicine, 
New Orleans, has been appointed a member of a group jwhich will 
study the make-up and factual content of examinations’in general 
pathology for the National Board of Medical Examiners. 

Dr. Henry Ogden, clinical instructor of Medicine at the Louisiana 
State University School of Medicine, New Orleans, has been re- 
appointed as regional Secretary of the American Academy of 
Allergy and has been made Associate Editor of the Amnals of 
Allergy. 

Dr. Isidore Cohn, clinical professor of surgery at the Louisiana 
State University School of Medicine, has been made an Honorary 
Member of the Academy of Surgery at Peru. 

Dr. Hartwig M. Adley, New Orleans, has been appointed oculist 
in the medical department of the Orleans Parish Public Schools. 

Dr. Shirley Lyons, New Orleans, has been elected fourth Vice- 
President of the Hospital Association of New Orleans. 

Dr. E. Garland Walls, New Orleans, has recently been installed 
as President of the Southern Baptist Hospital Staff, to succeed 
Dr. Max M. Hattaway. Other officers installed were: Dr. Pascal 
Danna, Vice-President; Dr. Norton W. Voorhies, Secretary; and 
Dr. Joe Wells, Treasurer. Members of the Executive Committee 
are Dr. C. L. Brown, Dr. Jack S. George, Dr. W. Robyn Hardy, 
Dr. Sam Hobson, Dr. P. H. Jones, Dr. Edwin H. Lawson, Dr. 
Howard Mahorner, Dr. John Oakley, Dr. Jack E. Strange, Dr 
H. C. Magee, Dr. Dan Baker, and Dr. J. Kelly Stone. 


MISSISSIPPI 


Dr. Francis X. Suraci, Gulfport, has opened offices there for 
the practice of neuropsychiatry. 

The Mississippi Division of the American Cancer Society has 
moved its offices to 105 South State Street, Crowder Building, 
Jackson. 


Continued on page 50 


Maxwell House Hotel 


Dr. Warren W. Quillian, Miami, Florida 


Dr. Freeman McConnell, Wichita, Kansas. 


NASHVILLE 


POST -GRADUATE MEDICAL ASSEMBLY 
Oct. 3-4-5 


SOME OF THE OUTSTANDING SPEAKERS TO BE PRESENTED ARE: 
Dr. John Martin, Northwestern University, Chicago 
Dr. Keith S. Grimson, Duke University, Durham 


Dr. Edgar Hull, Louisiana State University, New Orleans. 

Dr. Harold A. O'Brien, Southwestern Medical College, Dallas 

Dr. M. Edward Davis, University of Chicago. 

Dr. R. J. Crossen, Washington University, St. Louis rast See 
Dr. Michael L. Mason, Northwestern Universily, Chicago... 


Dr. Tinsley Harrison, University of Alabama M ed. School, Birmingham. 
Dr. Jack G. Kerr, Southwestern Medical College, Dallas 
Guest Entertainer:—Franz Polgar—"What's on Your Mind?" 
Lectures, symposia, round-table luncheons, annual dinner, entertainment and technical exhibits 
(All inclusive registration fee—$15.00) 
Assembly concludes on evening before Alabama-Vanderbilt Football Game 
Tickets available for early registrants. 
FOR DETAILS, WRITE: 
EXECUTIVE SECRETARY, 647 DOCTORS BLDG., NASHVILLE 3, TENN. 


1951 Nashville, Tennessee 


Neurosurgery 
Surgery 
Pediatrics 

Medicine 
Obstetrics 
_...... Gynecology 
Surgery 
Audiology 
_...Medicine 
Proctology 
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to overcome smooth-muscle sp 


TRADEMARK 


@ Provides the recognized sedative action of phenobarbital 


@ the antispasmodic effect of belladonna alkaloids 


BELBARB*® tablet #1 Bottles of 100, 500, 
per tablet and 1,000 tablets 


BELBARB Tablet #2 


Bottles of 100, 
per tablet 


and 1,000 tablets 


BELBARB Copsules Bottles of 100, 500, - 
per capsule and 1,000 capsules 
* Tr. Belladonna, 

8 min. 


Bottles containing 53 
fi. oz., 1 pt, and 1 gal. 


EFFECTIVE... SAFE...SPASMOLYSIS AND SEDATION 


Literature and samples on request. 


CHARLES C. HASKELL & CO., INC. 


RICHMOND, VIRGINIA 
"Trademark of Charles C. Haskell & Co., Inc. 
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Four dosage forms... for individualized therapy 

ke 

per fluidrachm (4 cc.) 9. 
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Soothing the Hemorrhoidal Area... Analgesic, vasoconstrictive medication 
in contact with the entire hemorrhoidal zone is provided in Numoroidal 
Suppositories. The special emulsifying base mixes with the secretions to 
assure coverage of the rectal area. 
Convenient: Individually packed. No refrigeration necessary. 
Formula: ephedrine hydrochloride 0.22%; benzocaine 5.00%, in a special emulsifying base. 
Average weight of 1 suppository—1.8 Gm. 
Boxes of 12 
NUMOTIZINE, Inc., 900 North Franklin Street, Chicago 10, Illinois 
the 
FOR 
UTMOST 
MINIMAX 
combination examination table ‘ 
CALITY 


and x-ray unit 


The Mattern Minimax offers maximum versa- 
tility and requires only a minimum investment 
—a particularly good combination for the 
general practitoner. 


The Minimax presents these outstanding advantages: 


@ Requires no special installation 
—takes no more space than an 
ordinary examination table 
alone. Serves as examination 


@ Needs almost no servicing— 
since its sturdy dependability 
insures long-term, trouble-free 
operation. Requires less assist- 


vertical fluoroscopy of adults, 
with horizontal extension for 
children, 


table with stirrups and pads. 


Permits horizontal and vertical 
radiography and fluoroscopy— 
with change-overs effected by 
merely tripping a panel release. 


ance to use; lets you give your 
full attention to the patient. 


Includes such diversified ad- 
vantages of modern equipment 
design as telescoping panel for 


Integrally built lead shutters, 
shockproof vacuum sealed tube- 
head, fine focal spot, and over- 
all neat, professional appear- 
ance. 


See your local Mattern dealer, 
Write for our or write direct to us for information. 
illustrated 


Bulletin No. 
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VERILOID PHENOBARBITAL MANNITOL HEXANITRATE 


This Veriloid combination is another step in the 
direction of solving the problem of controlling the 
blood pressure with a minimum of nausea. Each tablet 
contains 2 mg. of Veriloid, 15 mg. of phenobarbital, 
and 10 mg. of mannitol hexanitrate. Veriloid-VPM 
can be taken in therapeutically beneficial amounts by 
most patients who exhibit low tolerance to plain 
Veriloid or in whom dosage regulation has proved 
difficult. 


in all degrees of hypertension 


Veriloid-VPM leads to a significant drop in arterial 
tension, whether mild, moderate or severe. Pressure 
is lowered by the decreased peripheral resistance 
induced by Veriloid—a unique fraction of Veratrum 
viride—and the vasodilating action of mannitol hexa- 
nitrate. Phenobarbital allays emotional tension and 
appears to raise the nausea threshold, thus improving 
tolerability. 

The average dose of Veriloid-VPM is one to one 
and one-half tablets four times daily, after meals and 
at bedtime. For best results, consult brochure (avail- 
able on request) for details of dosage regulation. 

Veriloid-VPM is supplied in bottles of 100, 500 and 
1,000 scored tablets. 


*Trade-Mark of Riker Laboratories, Inc. 


RIKER LABORATORIES, INC. 
8480 BEVERLY BLVD. LOS ANGELES 48, CALIFORNIA 
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Continued from page 46 
MISSOURI 


Dr. W. A. Bloom, Fayette, has been appointed to the credentials 


STERILE HIGH TITER 
committee of the International College of Surgeons. 
Dr. Robert S. Minton, St. Joseph, and Dr. Walter L. Brandon, 


GROUP SERA 
Poplar Bluff, have been appointed to the State Advisory Council, 


which acts in an advisory capacity on applications for federal aid \ Mm 


in building or expanding hospitals of health centers. ' nan We For ACCURATE 


The Mi i Public Health Association held its 1 i 
at the Governor Hotel in Jefferson City last month. CLASSIFICATION 
it. 


The third annual meeting of the Missouri Academy of General 
Practice was held May 17 at the Bothwell Hotel in Sedalia. proper « a oon 
The third annual conference of the Missouri Health Council was weak reacting testing sera or 
held May 9 at the Hotel Governor in Jefferson City. failure to differentiate A: from 
Dr. Katherine Bain, a former St. Louis pediatrician, has been A: a aay Riser eaesees 
appointed a top assistant of Miss Katherine F. Lenroot, Chief of en Se 
the United States Children’s Bureau, Washington. Our Grouping Sera are certified for HIGH 
Dr. Charles S. Sherwin, St. Louis, Associate Professor of Surgery, sonal supervision of Dr. R. B. H. Gradwohl 
St. Louis University Schoo! of Medicine, was elected President- for safe, efficient, accenete laboratory sock 
Elect of the John A. Andrew Clinical Society at its annual meet- nique. We invite your inquiries. 


ing in Tuskegee, Alabama, in April. Our sera are manufactured under Government 


A section of general practice was recently formed at Deaconess License No. 160, N.I.H. These sera are Anti- A, 
Hospital, St. Louis, with Dr. Bert H. Kline as chairman. The Anti-B, and Absorbed Anti-A. Absorbed 
establishing of the general practice section includes an approved Anti-A serum is to differentiate between A: 
residency in the field. and A: bloods. Anti-M and Anti-N sera are 

Construction was started recently on the 10-story David P. spots ond 
Wohl Jr. Memorial Hospital in the Washington University Medical nti-Nh serum 
Center, St. Louis. It will provide 82 hospital beds and facilities — wed with a view. 
for teaching and research. The hospital is named in memory of ee 
Lieut. David P. Wohl Jr., killed in the last war, and was financed Write for a sample copy of 
by contributions from the Wohl Foundation and the Wohl Shoe The radwohl Laboratory 
Company Digest full of helpful hints on 


improved laboratory 


Dr. Howard A. Rusk, formerly Instructor in Clinical Medicine, technique. 


Washington University School of Medicine, St. Louis, and now 


Director of the Institute of Rehabilitation and Physical Medicine 

of the New York University-Bellevue Medical Center and As- 

sociate Editor of The New York Times, New York City, was given . 
the 1951 Research Award by the American Pharmaceutical Manu- LABORATORIES 
facturers Association at their annual meeting held in Boca Raton, R. B. H. Gradwohl, M.D.,Director 
Florida, April 3. 3514 Lucas Av. St. Louls, Mo. 
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_ BREWERS’ YEAST 


STILL THE DEPENDABLE STAND-BY 
FOR PELLEGRA 


VITAMIN FOOD CO., INC. 
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Now...Vitamin A,|C| D Drops 


for better absorption 


in aqueous solution 


Aquasperse 


Vitamin ACD Drops 


Advantages: 

Aqueous Solution—means Mypoatlergenie— all the 
faster and more efficient ab- component vitamins of Aqua- 
sorption of the fat-soluble vi- sperse are synthetic. Conse- 
tamins A and D. quently it may be used where 

patients cannot tolerate nat- 
In conditions in which fat ab- ural source vitamins. 
sorption is impaired, such as Pleasant flavor...no ob- 
diarrheas, celiac disease, he- jectionable odor— Aqua- 
patic and biliary disturbances, sperse has an appealing, slight- 
the value of an aqueous solu- ly citrus flavor and practically 
tion is obvious. no odor. 


EACH 0.6 CC. CONTAINS: 


Note: The vitamin D; in Aquasperse is chemically identical and biologically 
equivalent to the vitamin D of cod liver oil. 


Available—In bottles of 15 cc. and 50 cc. (with calibrated dropper) 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 
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“newly recognized palatable source of 


POTASSIUM 


... the neglected mineral 


Appreciation of potassium-depleted states is comparatively new. 
The importance of a normal potassium-ion balance in the body 
is often overlooked. 

Maintenance of the electrolyte balance, osmotic pressure 
of the body fluids and normal cardiac rhythm and rate is impos- 
sible when the total of potassium-ions is below a critical level. 

A common avenue of potassium-ion loss is through increased 
urinary excretion during fever. 

Valentine’s Meat Extract, with its high content of soluble 
potassium salts (equivalent to 74-97 mg. KCl per cc.) together 
with other inorganic salts, meat bases and small amounts of 
soluble proteins is a valuable dietary supplement, furnishing 
practical amounts of potassium in palatable form. Valentine’s 
Meat-Juice Co., Richmond, Va. 


J. Clin. Endocrin. 9,691 (1949). 

Trans. of Conference on Metabolic Aspect of 
Convalescence, 17th Meeting, Josiah Macy, Jr. 
Foundation, New York, Mar. 29-30, 1948. 


References... 
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PHENERGAN is Potent. A single bedtime 
dose of two 12.5 mg. tablets controls symp- 
toms in most cases. PHENERGAN often 
gives relief when other antihistaminics fail.’ 


The only important side effect, drowsiness 
(1 out of 5 cases), is a distinct advantage in 
the bedtime dosage regimen. The antihis- 
taminic action persists long after the sopo- 
rific effect has worn off. 


1. Shulman, M.R.: Ann. Allergy, 7:506, 1949. 


SUPPLIED: Scored tablets of 12.5 mg., bottles of 100. 


HYDROCHLORIDE 
Wyeth N-(2!-dimethylamino-2'-methy!) ethy! phenothiazine hydrochloride 


Wyeth Incorporated Philadelphia 2, Pa. 


single daily dose given at night” 
PHENERGAN—the LONG-ACTING antihistaminic 
é 
| 
| 
7 


54 SOUTHERN MEDICAL JOURNAL 


NATURAL CORRECTIVE 
FOR CONSTIPATION 


RESTORE NORMAL COLONIC RHYTHM 
WITHOUT CATHARSIS 


Neo-Cuttot provides a natural, physiologic cor- 
rective for patients troubled with chronic con- 
stipation not due to an organic process. It acts 
gently, restoring the normal intestinal flora, coun- 
teracting intestinal putrefaction, and establishing 
normal colonic function. 


Neo-Cutrot does not depend upon cathartic 
action. It supplies a viable implant of Lacto- 
bacillus acidophilus in a highly refined, tasteless 
mineral oil jelly, providing gentle lubrication 
without griping, flatulence, or diarrheic move- 
ments. 


FEATURES: e Pleasantly chocolate flavored, 
ensuring palatability e Melting point adjusted to 
prevent leakage e Non-habit-forming. 


DOSAGE: Adults —1 or 2 teaspoonfuls. Children 
—1 teaspoonful. 


IMPORTANT: ‘To be taken only at bedtime. 


NEO-CULTOL 


THE ARLINGTON CHEMICAL COMPANY 
YONKERS 1, NEW YORK 
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New officers of the Missouri State Medical Association were 
elected at the ninety-third annual session of the organization which 
met in Kansas City in April. Dr. J. William Thompson, St. Louis, 
was elected President-Elect; Dr. Victor E. Scherman, St. Louis, 
Vice-Speaker of the House; and Dr. Robert E. Schlueter, delegate 
to the American Medical Association. Dr. Victor Buhler, Kansas 
City, has been elected chairman of the council of the association, 
and Dr. Armand A. Fries, St. Louis, was named to serve as a 
councilor from the third district. Dr. C. Edgar Virden, Kansas 
City, was installed as President of the association at the, session. 
The association will meet in St. Louis in 1952. 


NORTH CAROLINA 


Dr. Ernest H. Yount Jr., department of internal medicine, Bow- 
man Gray School of Medicine of Wake Forest College, Winston- 
Salem, has received a $12,000 research grant from the United States 
Public Health Service which he will use to study the effect of 
cortisone and ACTH on the kidneys. Dr. Wesley Weston M. 
Kelsey and Dr. J. Maxwell Little, department of physiology and 
pharmacology will work with him on the project. Dr. Kelsey has 
received an $8,025 grant from the United States Public Health 
Service for research on fluid distribution and electrolyte balance in 
children. 

Dr. Hubert B. Haywood Jr., Raleigh, has opened offices there 
for the practice of ophthalmology. 

Dr. Henry P. Royster, son of Dr. Hubert A. Royster, Raleigh, 
who is presently practicing in Philadelphia, was surgical consultant 
for the April tour of Army hospital installations in Germany and 
Austria, accompanying Dr. Elbert L. Persons, Governor of the 
American College of Physicians for North Carolina. 

Dr. Marjorie Swanson, assistant professor of biochemistry at the 
Bowman Gray School of Medicine of Wake Forest College, Winston- 
Salem, has received a grant of $3,200 from the American Cancer 
Society for the study of the metabolism of washed tissue particles 
as part of a general attempt to find how cells use energy to grow. 

Approximately 200 physicians attended the meeting of the Wake 
Forest College Medical Alumni Association held at the Bowman 
Gray School on April 6-7, it has been announced. Dr. D. R. Perry, 
Durham, heads the alumni group. 

Dr. Dorothy Armstrong Elias, a graduate of the Duke University 
School of Medicine, Durham, is the first woman physician to be 
commissioned in the Air Force Medical Service. She was sworn in 
with the rank of Captain at ceremonies in Washington, D. C., 
recently. 

Dr. Norman F. Conant, professor of mycology, Duke University 
School of Medicine, Durham, is expected to return there June 10 
from a lecture series at leading Scandinavian medical centers. Dr. 
Conant has spent approximately two months abroad speaking on 
mycology. 

The Medical Society of the State of North Carolina held its 
annual meeting at The Carolina in Pinehurst May 7-9. Dr. Roscoe 
D. McMillan, Red Springs, President, presided. 


OKLAHOMA 


The Fifty-Eighth Annual Meeting of the Oklahoma State Medical 
Association was held May 21-23 in Tulsa. 

Dr. John W. Cline, San Francisco, California, President-Elect 
of the American Medical Association, was guest speaker at the 
Public Relations Luncheon, May 21, an event of the meeting of 
the State Association. 

Dr. Clifford M. Bassett, Cushing, has been named Councilor for 
the Oklahoma Medical Association from District 2, to succeed the 
late Dr. L. A. Mitchell, Stillwater, who died recently. 

Dr. L. H. McPike, formerly of Vinita, has moved to Joplin, 
Missouri. 

Dr. C. S. Stotts, Pawhuska, has been appointed county super- 
intendent of health of Osage County. 

Dr. A. M. Clarkson has opened offices in Idabel. He has been 
health officer of Choctaw and McCurtain counties since August 1, 
1950. 

Dr. Jack O. Akins, Tulsa, has been appointed Tulsa Police 
Physician. 

Dr. M. L. Whitney, Okemah, has announced the association of 
Dr. Norman E. Gissler, formerly of Middletown, Connecticut. 

Dr. A. Ray Wiley, Tulsa, has been appointed to head the 
Oklahoma State Medical Association’s Blood Bank Committee by 
Association President Dr. Ralph McGill, Tulsa. 

Dr. Gifford H. Henry, Tulsa, recently took over as head of the 
Civilian Defense Committee. Dr. Austin H. Bell, Oklahoma City 
previously served in this capacity. 


SOUTH CAROLINA 


The South Carolina Medical Association held its Annual Meeting 
at the Ocean Forest Hotel at Myrtle Beach, May 15-17. 

Dr. William N. Cochran, Spartanburg, has announced the associa- 
tion of Dr. Richard S. Pollitzer in the practice of internal medicine. 

Dr. Sam A. Heaton, Newberry, has opened offices there for the 
general practice of medicine. 
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measuring rod for 
mercurial diuretics 


Determining the relative clinical efficacy of mercurial diuretics 
by comparing the diuretic response obtained with similar 
doses is not entirely sound.’ A more valid comparison is given 
by study of dosage-response curves’ which show the differences 
in doses required to produce similar effects. 
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Figure 1: Dosage-response curve of MERCUHYDRIN?2 


Figure 2: Dosage-response curves showing relative diuretic potency of (a) 
(MERCUHYDRIN) and (b) N-(beta-hydroxymercuri-gamma-methoxypropy])- 
2-pyridone-5-carboxylate.” 


“*_.. to obtain a diuretic response equal to that of meralluride 
(MERCUHYDRIN) the other mercurial must be given in 
twice the dosage.’”” 


sodium 


effective, well tolerated...a diuretic of choice 


MERCUHYDRIN (Meralluride sodium solution) is available in 1 cc. and 2 cc. ampuls. 


bibliography: (1) Clarke, D. A.; Modell, W.; Greiner, T.; Kwit, N. T.; Gluck, J. L., 
and Gold, H.: The Dosage-Response Curve for the Comparison of Mercurial Diuretics, 
Am. J. M. Sc. 220:156, 1950. (2) Cattell, McK.: Dosage in the Therapy of Cardiovascular 
Disease, J.A.M.A. 144:889, 1950. 


Cboratortés, 1NC., MILWAUKEE 1, WISCONSIN 
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What Makes Buzzie write Like tH, 


BUZZIE is just learning to write. 


And every line he writes starts out with big 
letters and ends up with little ones. 

The trouble is, he doesn’t plan ahead. He 
concentrates on making those big letters, and 
lets the end of the line take care of itself. 

Many grownups have the same trouble— 
not with their handwriting, but their money. 

They blow it all at the beginning, and let 
the “end of the line” take care of itself. But it 
practically never does. 


That’s why the Payroll Savings Plan and 


the Bond-A-Month Plan are such a blessing. 
They are “human-nature-proof.” 


When you're on one of these plans, the 
saving is done for you—automatically. 


And remember, every U. S. Saving Bond 


you buy brings you $4 in ten years for every 
$3 invested. 


So don’t let your life run on like Buzzie’s 
handwriting. Fix up the “end of the line” once 
and for all by signing up today for the Payroll 
Savings Plan—or, if you are not on a payroll, 
the Bond-A-Month Plan at your bank. 


Automatic Saving is SuRe SAViNG —U.S. SAViNGS Bonos 


Contributed by this magazine in co-operation with the Magazine Publishers of America 
as a public service. 
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Prostatitis 


Firsts 


consider [ 


to establish 
and maintain 


urinary antisepsis... 


he value of MANDELAMINE* as a 

urinary antiseptic in the chemo- 

therapy of prostatitis is based on 
(1) its wide antibacterial range, (2) ex- 
ceptional freedom from drug-fastness 
—MANDELAMINE retains its thera- 
peutic potency even against organ- 
isms which have become resistant to 
other antibacterial agents, (3) absence 
of untoward reactions in nearly all 
patients, and (4) simplicity of regimen. 


Lowsley and Kirwin' recommend 
methenamine and mandelic acid in 
prostatic disease, especially when re- 
sistance or intolerance excludes the 
sulfonamides. A daily dose of 2.25 Gm. 
MANDELAMINE provides the antibac- 
terial potency of 12 Gm. mandelic acid 
or 4 Gm. methenamine. Moreover, 
since MANDELAMINE approximates 
the sulfonamides and streptomycin in 
effectiveness, it may be used first 
whenever the diagnosis is prostatitis. 


Other indications for MANDELAMINE 
are pyelitis, pyelonephritis, nonspecific 
urethritis, andinfections associated with 
urinary calculi or neurogenic blad- 
der; also valuable for pre- and postop- 
erative prophylaxis in urologic surgery. 
MANDELAMINE is available in bottles 
of 120, 500, and 1,000 enteric-coated 
tablets through all prescription phar- 
macies. Literature and samples to 
physicians on request. 


1. Lowsley, O. S., and Kirwin, T. J.: Clinical 
Urology. Baltimore, Williams & Wilkins Company, 


1944; vol. 1, p. 939. 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK, YONKERS 2, N. Y. 


*MANDELAMINE is the registered trademark of Nepera 
Chemical Co., Inc., for its brand of methenamine mandelate. 
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Dependable 


TILDEN 


PENICILLIN 


Products 


PENTRIZINE Tablets each contain: 


Penicillin G Potassium 100,000 Units 
Sulfadiazine _ 0.17 Gm. 
Sulfamerazine - . 0.17 Gm. 
More rapid, more powerful antibacterial action. 


Bottles of 24 tablets, packages of | and | doz. bottles. 


TIL-CILLIN in Oil (Tilden) 
Procaine Penicillin G in Sesame Oil with Aluminum 
Monostearate as a suspending agent. Each cc. 
30,000 Units Penicillin. 10 cc. vials, packages of |, 


10, 25, 50. 


TIL-CILLIN Aqueous (Tilden) 
Procaine Penicillin G in a stabilized aqueous sus- 
pension. Each cc. 300,000 Units. No adhesion to 
vials, complete drainage, no waste. Vials of 10 cc., 
packages of |, 10, 25, 50. 


TIL-PEN Buffered Penicillin Tablets (Tilden) 
Each tablet 100,000 Units Penicillin G Potassium, 
Buffered to counteract gastric destruction. Bottles 
of 12 tablets, packages of |, 12, 24, 36 bottles. 


TIL-PEN _ Soluble 
Tablets (Tilden) 
Each tablet 100,000 Units Penicillin G Potassium, 
with Citric Acid and Sodium Bicarbonate. Packaged 
in slide boxes of 24 tablets, each foil-wrapped. 
Supplied | box of 24, and 12 boxes of 24 tablets. 


Effervescent Penicillin 


TIL-PEN PENICILLIN G TROCHES with 
BENZOCAINE (Tilden) 


Each 5000 Units. Slow dissolving for prolonged 
local action. Bottles of 20 troches, packages of |, 
3, 6 and 12 doz. bottles. 


The TILDEN Company 


St. Louis, Mo. 


Hi The Oldest Manufacturing Pharmaceutical House in America 


Founded 1824 
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Dr. E. H. Barnwell, Dr. A. F. Burnside, Dr. F. L. Martin and 
Dr. J. M. Pratt, were recently reelected as Trustees of the Medical 
College of the State of South Carolina, Charleston. 

Dr. John M. Brown, head of the department of anesthesiology 
at the Medical College of South Carolina, has been awarded a 
$3,825 research grant from the National Heart Institute of the 
United States Public Health Service. Dr. R. P. Walton, head of 
the department of pharmacology, has been awarded a $7,500 
research grant by the Heart Institute for continuation of studies 
of heart stimulant drugs. 

The Medical College of the State of South Carolina, €harleston, 
has received a grant of $9,000 from the National Cancer Institute 
for research in cancer which will be under the direction of Dr, 
H. R. Pratt-Thomas, associate professor of pathology. 

The Medical College of the State of South Carolina has been 
elected a Member-School of the Society of University Surgeons. 

Dr. Charles Elford Carpenter, Greenville, has opened offices 
there for the practice of his eye, ear, nose, throat specialty, and 
bronchoscopy. 

An electrophrenic respirator, a machine which restores normal 
breathing through electric stimulation of the phrenic nerves, and 
an electrocardiographic machine, have been donated to the St. 
Francis Hospital, Greenville, by Mrs. Alice Ryan, in memory of her 
husband, Joseph M. Ryan, who died recently in Greenville. 


TENNESSEE 


Dr. Ernest G. Kelly, Memphis, was inaugurated as President of 
the Tennessee State Medical Association at its one hundred and 
sixteenth annual session in Nashville, April 10. 

Dr. R. L. Sanders, Memphis, was given the American Cancer 
Society’s Distinguished Service Award at a presentation dinner in 
Memphis recently. 

Dr. John Craven, formerly of Memphis, has been appointed 
Director of the Washington County Health Department. He suc- 
ceeds Dr. E. C. Mulliniks, who has re-entered military service. 

Dr. Matt Murfree, Murfreesboro, has re-opened his offices there 
after being discharged from the armed services. 

Dr. Sam Doane, Jr., plans to re-open his offices in Clarksville 
soon. He was recently discharged from the armed services. 

Dr. Paul M. Golley, Chattanooga, has been elected President of 
the Tennessee Public Health Association. He succeeds Dr. R. H. 
Hutcheson, Commissioner of Public Health. Dr. W. B. Farris, 
Gallatin, has been elected President of the Health Section of the 
organization. 

The Oak Ridge Institute of Nuclear Studies has announced the 
appointment of 287 fellows for study through the Atomic Energy 
Commission Program. 

Dr. Marion T. Clark, formerly of Emory University, Atlanta, 
Georgia, has been appointed Assistant to the Chairman of the 
Studies, Relations Division of the Oak Ridge Institute of Nuclear 
Studies 

William G. Pollard, Executive Director of the Oak Ridge 
mt... of Nuclear Studies, was recently elected Chairman of 
the Southeastern Section of the American Physical Society. 

The anatomy building of the University of Tennessee Medical 
Units, Memphis, will be named after Dr. August H. Wittenborg, 
it has been announced. Dr. Wittenborg was former dean of the 
College of Medicine. The building will be dedicated during the 
June commencement. 


TEXAS 


Dr. Louis Tobian Jr., Dallas, has been granted a research fellow- 
ship by the American Heart Association, to work at Southwestern 
Medical School of the University of Texas. 

Dr. George W. Jackson, formerly of Little Rock, Arkansas, has 
been appointed medical director of the Board for Texas State Hos- 
pitals and special schools. 

Dr. Philip J. Cecala, Houston, a member of the public school 
health staff there, has been appointed to head the school health 
office. 

Dr. Phillip Prieto, El] Paso, has been appointed a member of 
the El Paso Housing Authority. 

Dr. S. Foster Moore, San Antonio, has been elected President 
of the Texas Association of Obstetricians and Gynecologists. Other 
officers are: Dr. George F. Adams, Houston, President-Elect: Dr. 
John J. Delaney, Galveston, Vice-President; and Dr. Carey Hiett, 
Fort Worth, Secretary-Treasurer. Dr. D. D. Wall, San Angelo, 
and Dr. Howard O. Smith, immediate Past-President, were elected 
to the council. The elections took place at the organization’s 
annual meeting in Galveston recently. 

Dr. Warren T. Brown, Houston, has been elected President of 
the Texas Society for Mental Health. The election took place at 
the annual conference of the organization in Galveston March 8-9. 
Mr. William Grant Jr., Bayton, was elected Vice-President, as was 
Mrs. Ernestine Blackwell, Austin. . 

Dr. George V. Brindley Sr., Temple, has been appointed Assistant 
Dean of the third division of the University of Texas Postgraduate 
School in Temple, it has been announced by Dr. Jack R. Ewalt, 
Dean of the Postgraduate School, Houston. The other two divisions 
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24-hour 


allergic 


protection... 


CONTINUOUS RELIEF ‘ P CONTINUOUS RELIEF CONTINUOUS RELIEF CONTINUOUS 
R RELIEF CONTINUOUS RELIEF CONTINUOUS RELIEF 
CO*INUOUS RELIEF 
CONTINUOUS 


oF 
_PYRIBENZAMINE 
DELAYED ACTION 


7 P.M. EVENING DOSE 


Doubled Duration of Pyribenzamine Relief from hay fever 
and other allergies may be simply attained: Administer one 
Pyribenzamine Delayed Action Tablet (50 mg.) simultaneously 
with one uncoated Pyribenzamine Tablet (50 mg.) after 
breakfast and again after the evening meal. The principle 

of such full uninterrupted 24 hours of relief is shown above. 
Release of the Pyribenzamine from the specially coated 
Delayed Action Tablet is postponed until the effects of the 
uncoated tablet are wearing off. 


Pyribenzamine 


TRIPELENNAMINE MYOBOCHLORIDE 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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... 7 FLORIDA’S 
MOST LUXURIOUS 
FISHING RESORT 


in a 
beautiful 
cottage 
like this 


A subterranean river bursts 
to the surface and flows crystal 
clear 8 miles to the Gulf 
of Mexico. Teems with fresh and 
salt water game fish. Cool 
prevailing summer breezes oft 
the Gulf in an artist’s tropic 
setting. The zenith of comfort 
in the most modernly built and 
furnished waterfront homes. 
Here is relaxation and sport for 
you... for your patients. 


U.S. 19 TO CRYSTAL RIVER, FLORIDA 
AIRPORT and SEAPLANE LANDINGS 


CRYSTAL RIVER - FLORIDA 


Ronnie Green, Mgr. 
Phone 2801 


SPECIAL SUMMER RATES! 
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of the Postgraduate School are located in San Antonio and San 
Angelo, and the main division is located in the Texas Medical 
Center, Houston. 

The Texas Branch of the Society of American Bacteriologists 
met in Houston, May 19. 

The Women’s Auxiliary to the Texas State Dental Society has 
made available a loan fund of $2,500 for use of junior and senior 
students of the University of Texas School of Dentistry. 


VIRGINIA 


The Gill Memorial Eye, Ear, and Throat Hospital, Roanoke, has 
announced that total registration at its Twenty-Fourth Annual 
Spring Congress in Ophthalmology and Otolaryngology was 350. 
Registrants came from 38 States and Canada. 

The Tri-State Medical Association of Virginia and the Carolinas 
held its annual meeting in Columbia, South Carolina, recently, and 
the following officers were elected: Dr. W. R. Wallace, Chester, 
South Carolina, President; Dr. James Asa Shield, Richmond, 
President-Elect; Dr. John F. Williams, Richmond, and Dr. R. L 
Crawford, Lancaster, South Carolina, and Dr. T. C. Bost, Char- 
lotte, North Carolina, Vice Presidents; and Dr. James M. North- 
ington, Charlotte, North Carolina, Secretary-Treasurer. 

The Richmond Academy of General Practice has installed Dr. 
Carl W. Meador as President; Dr. Russell McAllister, Vice- 
President; Dr. Harold I. Nemuth, Secretary; and Dr. W. Lin- 
wood Ball, Treasurer. 

Dr. Edgar C. Harper, formerly Director of the tuberculosis field 
service with the State Health Department, and later with the 
Veterans Administration in Richmond, is now in Mountain Home, 
Tennessee, where he has been appointed chief medical officer of 
the Veterans Administration Center. 

Dr. Julian E. Magnus, formerly of Wytheville, has moved to 
Spray, North Carolina, where he is engaged in general practice. 

Dr. Charles L. Savage, Waynesboro, has been elected to the 
Board of Directors of the American Academy of Occupational 
Medicine. 

The third annual session of the Camp Woodrow Wilson, a 
summer speech improvement camp near Fisherville, will be held 
June 24 through August 18. Information about the camp may be 
obtained from Dr. James M. Mullendore, Speech and Hearing 
Center, 58 East Range, University of Virginia, Charlottesville, or 
from Mr. Benjamin S. Andrews, Box 161, Medical College of 
Virginia, Richmond. 

Dr. Albert E. Pagan has been appointed Health Officer of the 
Page-Warren-Shenandoah Health District. 

Dr. William Bickers, Richmond, has re-opened his offices there 
after completion of an assignment in the Department of Obstetrics 
and Gynecology at the Bishop De Goesbriand Hospital, Burlington, 
Vermont, and visits to several gynecological clinics in Europe. 

Dr. Everett I. Evans, Surgical Department of the Medical 
College of Virginia, Richmond, has been elected a Consultant to 
the Army Medical Library. 

The Virginia Society of Ophthalmology and Otolaryngology held 
its thirty-second annual meeting at the Hotel Roanoke, Roanoke, 
with Dr. Charles A. Young, Roanoke, President, presiding. Dr. 
P. N. Pastore, Richmond, is Secretary-Treasurer. 

Dr. A. C. Broders, formerly connected with the Medical College 
of Virginia, Richmond, has gone to Temple, Texas, where he is 
associated with the Scott and White Clinic. 

Dr. John S. Williams, formerly of Hopewell, is now in Dade 
City, Florida, where he is Medical Director for the Pasco Packing 
Company there. 

The American Dermatological Association held its annual meet- 
ing at the Homestead, Hot Springs, May 23-26. It was the 
Diamond Jubilee observance of the organization. 

Dr. Lester A. Wilson Jr., formerly Instructor in Obstetrics and 
Gynecology, Duke University, Durham, North Carolina, has been 
appointed Assistant Professor of Obstetrics and Gynecology at the 
University of Virginia Department of Medicine, Charlottesville. 

The University of Virginia Hospital School of Nursing cele- 
brated the fiftieth anniversary of its founding in Charlottesville, 
May 23-25. 

Major General David Grant, Virginia Beach, and Dr. Russell 
Haden, Crozet, have been appointed to top posts in the Red Cross 
National Blood Program. Dr. Grant has been named Director of 
the American Red Cross National Blood Program and Medical 
Director of the American Red Cross, to succeed Dr. G. F. Mc- 
Ginnes, who has resigned. He will direct all phases of the Red 
Cross blood program which provides blood for military and 
civilian needs and civilian defense. Dr. Haden has been named 
associate director of the American Red Cross National Blood Pro- 
gram. Both physicians are graduates of the University of Virginia 
Department of Medicine, Charlottesville. 


WEST VIRGINIA 
Dr. James R. Bloss, Huntington, a member of the Council of 
the Southern Medical Association and Chairman of the Council in 
1935, died last month in Huntington. Dr. Bloss, who limited his 
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film. No bandaging Washes off 
glycerine, 5% 


-NUMOTIZINE, Inc., Chicago 
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In the selection of an antibiot 


for URINARY ANTISEPSI 


high urinary levels 


rapidly achieved } are a crit 


and easily maintained 


concentration of Terramycin in the urine follow- 
ing divided oral doses: 0.5 Gm. q 6 h.3 


0 6 12 18 24 32 48 HouRS 


|. Schoenbach, E. 
M. S., and Long, 

New York Acad. 348 
(Sept. 15) 1950. 

2. Welch, H.; Hendricks, F. D.; 
Price, rd W., and Randall, 
W. A.: J. A. Ph. A. (Se. Ed.) 
39:185 (Apr.) 1950. 

3. Welch, H.: Ann. New York 
Acad. Sc. 53:253 (Sept. 15) 


This newest of the broad-spectrum antibiotics 
is stable and active in the urine. High levels are 
rapidly achieved and easily maintained by oral 
administration. Within one-half hour after a 
single 2 Gm. dose, detectable amounts have ap- 
peared in the urine,’ and a single 0.5 Gm. dose 
has been shown to produce high concentrations 
lasting twenty-four hours.? When multiple doses 
are given, continuous urinary concentrations 
of Terramycin in the range of 300-400 mcg./ml. 
are obtained, as shown in the accompanying 
chart. 


These observations are given added significance 
by the highly satisfactory clinical experience 
and the prompt response obtained with Terra- 
mycin in a wide range of infections of the uri- 
nary tract. 


Crystalline Terramycin Hydrochloride is available as: Capsules, 250 mg., bottles 
of 16 and 100; 100 mg., bottles of 25 and 100; 50 mg., bottles of 25 and 100; Elixir 
(formerly Terrabon), 1.5 Gm. with 1 fl. oz. of diluent; Intravenous, 10 ce. vial. 
250 mg.; 20 ce. vial, 500 mg.; Ophthalmic Ointment, 1 mg. per Gm. ointment. 
tubes of % oz.; Ophthalmic Solution, 5 cc. dropper-vials, 25 mg. for prepara- 


1950. tion of topical solutions. 


Antibiotic Division 
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This hallmark of quality will 
stantly identify the unmatched 


performance-expectancy built into 
every model constituting the 


» MAJOR OPERATING 
TABLES» 


St the surgical team, this emblem _ 

will flash a signal assurance of the 
posturing and time-saving facilities — 
featured in American-built Oper- 
ating Tables. It will indicate Head 
End: Control for physiological and 
anatomical changes of posture | 
as may be called for both priorto 
WRITE TODAY for detailed information or during the operation ... repos- { 
AMERICAN STERILIZER COMPANY toring 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 


many tables now in use THE 7| 
_ throughout the country. 
G 
gree. 
: 
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work to obstetrics and gynecology, was Chairman of the Section 
on Obstetrics of the Association in 1936. He contributed often to 
the Section on Obstetrics and the Se-tion on Gynecology. He was 
a regular attendant of the annual meetings of the Southern Medical 
Association. 

Governor Okey L. Patteson will select a site for the construction 
of the four-year school of medicine of West Virginia some time 
before July 1. The establishing of the school has been the No. 1 
project of West Virginia State Medical Association for many years. 
The school was approved by the Fiftieth Legislature of West Vir- 
ginia recently. The school will be financed in part by a l-cent tax 
on soft drinks. 

Dr. James R. Brown and Dr. Bruce H. Pollock, both of Hunt- 
ington, have been released from active duty in the armed services 
and have returned to practice in Huntington. 

The West Virginia State Diabetes Association will sponsor a 
Children’s Diabetic Camp August 26 through September 3. The 
camp, called ‘“‘Kno Koma,” will be at the “‘Camp Cliffside’ of 
the Carbide and Carbon Chemicals Corporation near Charleston. 
Dr. John H. Gile, Parkersburg, has announced that the staff will 
be composed entirely of volunteers. Physicians knowing of diabetic 
children between the ages of 8 and 15 who are eligible and desire 
to go to the camp are asked to send their names to Camp Kno 
Koma, 1115 Quarrier Street, Charleston. 

Dr. Samuel I. Adelman, formerly of Elkins, has moved to Upper 
Darby, Pennsylvania, where he is engaged in the practice of 
radiology. 

Dr. E. E. Vermillion, Welch, has moved to Athens where he will 
continue in the practice of his eye, ear, nose and throat specialty. 

Dr. R. R. Brown, formerly of Romney, will continue his practice 
of general medicine in Fort Ashby, where he moved recently. 

Dr. E. O. Gates has returned from St. Joseph, Michigan to 
Welch, where he will engage in the practice of his eye, ear, nose 
and throat specialty. He is a member of the staff of Grace 
Hospital in Welch. 

_ The second in a series of meetings sponsored by the West Vir- 
ginia Academy of General Practice was held recently at Buck- 
hannon. Dr. Donald R. Roberts, Elkins, is President of the 
Academy, and Dr. Carl B. Hall, Charleston, is Secretary-Treasurer. 
Other meetings will be held during the year at Fairmont, Martins- 
burg, Logan, Beckley, Huntington, and Farkersburg. 


SOUTHERN MEDICAL JOURNAL 


June 1951 


The Greenbrier Valley Medical Society has appropriated the sum 
of $200 as a contribution to the American Medical Association's 
Education Foundation. 

Dr. R. G. Warren, Williamson, assistant Mingo County health 
officer, has been appointed superintendent of Denmar Sanitarium 
by Governor Okey L. Patteson, to succeed Dr. J. H. Nelson Jr., 
who has resigned to engage in general practice in Charleston. 

The twenty-seventh annual State Health Conference was held 
May 10-12 at the Prichard Hotel in Huntington. 


“The Obstetrical and Gynecological Society of Charleston, West 
Virginia,” is a new organization of obstetricians and gynecologists 
of the Charleston area. The officers of the society are: Dr. Leo 
P. Seltzer, President; Dr. George L. Grubb, Vice-President; and 
Dr. F. H. Dobbs, Secretary. 

The annual meeting of the West Virginia State Society of Medical 
Technologists was held April 21-22 at West Virginia University in 
Morgantown. 

Dr. C. A. Zeller has resigned as superintendent of Weston State 
Hospital, Weston, and has accepted a position as head of the 
psychiatric department of the new veterans hospital at Clarksburg. 

Dr. N. H. Dyer, Charleston, State Health Commissioner, has 
announced that all West Virginia physicians will be required to 
re-register with the state department of health prior to July 1, 
1951. Physicians living outside the state, who wish to keep their 
state licenses to practice active, are required to register. 


Classified Advertisements 


PHYSICIANS interested or trained in pediatrics or public health 
needed in Health Department; salary $5907 to $9207; Civil 
Service; Pension. Write Dr. E. R. Krumbiegel, Commissioner of 
Health, Milwaukee, Wisconsin. 


GENERAL PRACTICE open in industrial section of South Caro- 
lina. Large practice. Modern home and office available. Contact 
JEP, c/o SMJ. 


STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: 
ALEXANDER G. BROWN, JR., M.D. 
MANFRED CALL, III, M.D. 
M. MORRIS PINCKNEY, M.D. 
ALEXANDER G. BROWN, III, M.D. 
JOHN D. CALL, M.D. 
Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. 
SPOTSWOOD ROBINS, M.D. 
Orthopedics: 
BEVERLEY B. CLARY, M.D. 
Pediatrics: 
CHARLES P. MANGUM, M.D. 
ALGIE S. HURT, M.D. 
Ophthalmology, Otolaryngology: 
W. L .MASON, M.D. 
Pathology: 
REGENA BECK, M.D. 
Bacteriology: 
FORREST SPINDLE 
Director: 


Surgery: 
STUART N. MICHAUX, M.D. 
A. STEPHENS GRAHAM, M.D. 
CHARLES R. ROBINS, JR., M.D. 
CARRINGTON WILLIAMS, M.D. 
RICHARD A. MICHAUX, M.D. 


Urological Surgery: 
FRANK POLE, M.D. 


Oral Surgery: 
GUY R. HARRISON, D.D:S. 


Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
L. O. SNEAD, M.D. 
HUNTER B. FRISCHKORN, JR., M.D. 
RANDAL A. BOYER, M.D. 


Physiotherapy: 
IRMA LIVESAY 


CHARLES C. HOUGH 
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ANOTHER Al 


TEACHING 


FOR 


CHANNEL 
SIMULTANEOUS | 
RECORDING 


is fine new SANBORN instrument is designed for 
those research and diagnostic groups whose require- “| 
ments call for “more than one channel” simultaneous 
recording, but who do not need, or whose budget allowances 
do not permit, the four-channel Poly-Viso. 

Introduction of the two-channel Twin-Viso is being 
hailed with the same enthusiastic praise as was the Poly-Viso 
—not only because it too helps answer more recording problems, 
but because it has the same basic design advantages of the “Poly.” 
Among these are: immediately visible, inkless recording in true 
rectangular coordinates; clear, sharp and permanent records; local 
and remote code marking; and a choice of ten paper speeds ranging 
from 0.5 to 100 mm/sec. 

Quick and easy interchangeability of amplifiers and pre-amplifiers 
makes possible the availability of a variety of input circuits — which 
offers the user a wide range of two-channel recording possibilities, 
such as; combinations of ’cardiograph leads; direct pressure record- 
ings; polygrams; pneumograms; ballistocardiograms; myograms; 
sphygmograms; phonocardiograms (for timing); and temperature 
measurements — using, as required, supplementary Sanborn equip- 
ment or attachments, or “pick-up” transducing and amplifying 
devices which may now be in your laboratory. 


For further information, address Dept. C 


SANBORN COMPANY 


Established in 1917 
CAMBRIDGE 39, MASSACHUSETTS 


OFFICES IN 33 CITIES THROUGHOUT THE U.S.A. 


ADDITION TO THE 


“VISO” family 


Mio CARDIETTE 


. For direct, visible, 

simultaneous reg- 

istration of 4, 3, 

or 2 physiological 
phenomena. 


For direct, visible 
recording of one 
*cardiogram, or 
one other phe- 
nomena (using 
supplementary 
equipment). 
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tablets high theophylline content, ready solubility 
omy for rapid therapeutic effects in: 

pow 
suppositories Bronchial Asthma 


Paroxysmal Dyspnea 


d u n Cheyne-Stokes Respiration 
aminophyllin 


(theophylline-ethylenediamine) 


H. E. DUBIN LABORATORIES, Inc. 250 €. 43rd st., New York 17, N.Y. 


BRAWNER’S SANITARIUM 


Established 1910 
Smyrna, Georgia (Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M.D., Medical Director 
ALBERT F. BRAWNER, M.D., Dept. for Men JAS. N. BRAWNER, JR., M.D., Dept. for Women 


ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm. of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 
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New, exclusive functional features, advanced styling, long-term economy 


New fop design provides floating body support. 


Top is completely flexible in 
positional adjustment. 


New concecled 
heel stirrups retract 
under table top 
when not in use. 


A. S. ALOE COMPANY - 


General Offices: 1831 Olive Street, St. Lovis 3, Missouri 
Branches: Los Angeles, New Orleans, Kansas City, Minneapolis and Washington, D.C. 


For over fifteen years physicians everywhere have relied 
upon Steeline to give their offices an improved, modern 
appearance and to make their office work easier, faster, 
more pleasant. Steeline, although intelligently modern 
in conception from the beginning, has never remained 
static in design. From time to time suggestions from many 
physicians have occasioned frequent improvements. Fresh 
new modern color finishes; magnetic latches for doors; 
out-of-sight paper sheeting roll holder; recessed, island- 
type bases; foam-rubber-cushioned table top; non-tarnish- 
ing, easy-to-grasp door handles; smoothly working, noise- 
less working parts; these are just a few of the features that 
make New Steeline the nation’s leading treatment room 
furniture. Shown above is our de luxe New 
Steeline suite of five pieces. For complete, de- 
tailed information concerning New Steeline, 
please write for illustrated literature. 
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Saint Albans Sanatorium 
RADFORD,VIRGINIA 


100-bed private psychiatric hospital for the diagnosis and treatment of nervous and mental 
disorders, including alcoholism and drug addiction. 


J. P. King, M.D. J. L. Chitwood, M.D. Diplomates American Board Phychiatry and Neurology 
T. E. Painter, M.D. Medical Consultant J. K. Morrow, M.D. D. D. Chiles, M.D. 


THE WALLACE SANITARIUM 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 
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APPALACHIAN HALL 
ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoor sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 


One of America’s Fine Institutions 


Newdigate M. Owensby, M. D. 
Psychiatrist-in-Chief 
Specialist Certified by the American 
Board of Psychiatry and Neurology 


Willis T. McCurdy, M. D. 
Attending Physician 


J. Rufus Evans, M. D. 
Attending Physician 


Elizabeth Hancock 
Psycho-Therapist 


Atlanta Office 
384 Peachtree Street 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
. . In a Setting of Inviting Friendliness and Simple Grace . . Elevation 1200 Feet 


BROOK HAVEN MANOR SANITARIUM 
STONE MOUNTAIN, GA. 
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Browne-McHardy Clinic 


@ Diagnostic and Therapeutic 
Facilities 

@ Internal Medicine and 
Gastroenterology 

@ Surgery 

@ Gynecology and Obstetrics 

@ Radiology—X-ray and 
Radium therapy 


@ Laboratory and Research 
Departments 


@ Hotel facilities available 


363 6 ST. CHARLES AVENUE 


Phone UPtown 9580 


New Orleans, La. 


STAFF 
Paul V. Anderson, M.D. 


President 


Rex Blankinship, M.D. 


Medical Director 


John R. Saunders, M.D. 


Associate 


Thomas F. Coates, M.D. 


Associate 


WESTBROOK 


SANATORIUM. 


A private psychiatric sanatorium 
offering modern diagnostic and 
treatment procedures — electro- 
shock, insulin, psychotherapy, 
occupational and_ recreational 
therapy—for nervous and men- 
tal disorders and problems of 
addiction. 


Westbrook is located on a 125 
acre estate of wooded land and 
spacious lawns, affording oppor- 
tunities for outdoor recreational 
activities. Illustrated booklet on 
request. 


Phone 5-3245 Richmond, Virginia 
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THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydenthormpy. Special emphasis is laid “en eceupetionsl and recreational therapy under 
the supervision of a ined i An ad 1 gives i to each patient. 


HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 
Thoroughl d i hi id nstructi ht departments—affording proper classification of i 
All ourside rooms, ively fi and with private bath on each floor. Also 
sateen sun parlor in each department. Located on a crest of Higdon Hill, 1050 feet above sea level, overl 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpf 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 
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The PABLUM family now includes 


Now under the one trusted name 
PABLUM® you may prescribe four 
precooked infant cereals. 

The original Pablum, world’s first 
precooked enriched cereal, is now 
PABLUM MIXED CEREAL. Pabena® 
is now PABLUM OATMEAL. And two 
new Pablum cereals are evailable — 
PABLUM RICE CEREAL and 
PABLUM BARLEY CEREAL, 

A new manufecturing proc- 
ess brings out the full, rich 


flavor of «ll the Pablum cereals. \ 


New packages, Cesigned for 


superior protection, safeguard cx 


flavor and freshness. ¢ 


precooked infant cereals 


Pre 
BARLEY CEREAL 


Only TPablum cereals have the new 
‘‘Handy-Pour” spout that opens and 
closes with a flick of the finger. 

Pzblum Oatmeal, Rice and Barley 
cereals provide welcome variety of 
flavor and are indicated when physi- 
cians prefer a single grain cereal. 

If allergies are involve?, Peblum 
Rice Cereal is cially val- 
uable for patients of any age. 

Bel.ird four Pablum 
Cereals ave the experience 
and e reputation of Mead 
Johnson & Compzny, for al- 
most half a century pioneers 
in nutritional research. 


MEAD JOHNSON & CO. 
EVANSVILLE D., U.S.A. 


June 195} 
| Sor new variety in flavor... . for wider clinical usefulness 
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Pragmatar, the outstanding tar-sulfur-salicylic acid ointment, will often bring 
dramatic improvement in the common fungous infections, including: derma- 
tophytosis (“‘athlete’s foot”), tinea cruris, tinea corporis, tinea versicolor, 
tinea capitis, etc. 


Pragmatar incorporates—in a superior oil-in-water emulsion base—carefully 
balanced proportions of three of the drugs which are fundamental in derma- 
tological practice. Pragmatar is non-gummy and non-staining; easy to apply 
and easy to remove. 


PRAGMATAR 


Highly effective in an unusually wide range 
of common skin disorders 


Smith, Kline & French Laboratories * Philadelphia 


‘Pragmatar’ T. M. Reg. U.S. Pat. Off. 
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TRADE MARK 


calamine-type antipruritic 


lotion with Benadryl 


CALADRYL alleviates the irritation of sunburn, prickly heat, 
diaper rash, and cosmetic rash. It relieves the itching associ- 
ated with urticaria, poison oak, poison ivy, insect bites, mea- 
sles, chickenpox, contact dermatitis, and minor skin affections. 


The effectiveness of CALADRYL is due to its antihistaminic- 
antipruritic action resulting from the combination of 1 per 
cent BENADRYL with a calamine-type lotion base. 


CALADRYL is pleasant to use and easy to apply. It is a 
smooth, creamy, flesh-colored lotion that washes off readily 
but does not rub off. 


PARKE, DAVIS & COMPAR 


CALADRYL is supplied in convenient 6-ounce bottles. It 
remains suspended for days without marked separation and 
is easily resuspended by slight shaking. 
A 
PARKE.DAVIS & COMPANY 
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